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The operation to be described consists essentially 
in the systematic chemic devitalization and removal 
of the entire cancerous breast painlessly and in a 
scientific manner, but without the use of general 
anesthetics. 

Surgeons of to-day who have had practical expe- 
rience with both methods are quite unanimously 
of the opinion that the end-results of chemic sur- 
gery of cancerous growths of the surface of the 
body are about as satisfactory as those of operative 
surgery. Granting this to be true the chemic cure 
contains a valuable modicum of scientific truth. 
The work I herewith present, covering a period of 
fourteen years, has grown out of an original attempt 
to utilize this modicum of truth, by applying it 
scientifically, thinking that in this direction per- 
haps might be found the secret of non-recurrence. 
In order that my position as regards the cause 
of cancer may be known at the outset I will 
say that I am a firm believer in its infectiousness 
from without by a specific organism, possibly as yet 
unknown. Clinically, and in view of the lack of 
definite knowledge on this point, it does not par- 
ticularly concern us at this time to be able to name 
the germ. We do know, however, that cancer be- 
haves like an infection, and that unchecked it kills 
the patient by gradual encroachment on the func- 
tions of vital organs. We also know that the 
eradication of the infectious material must be com- 
plete or our efforts will be in vain. 

Apropos of infection, Eisen’s “Cancriamoeba Ma- 
croglossa” so completely tallies with all the clinical 
phenomena attending the onset, spread and recur- 
rence of carcinoma that we have in it an ideal work- 
ing hypothesis in our warfare against this disease. 

For a masterly working exposition of this par- 
ticular subject the reader is referred to an article 


entitled “Is Cancer Contagious?” by J. Lapthorn 
Smith, M.D., M.R.C.S., Eng., published in the 
International Journal of Surgery, December, 1906, 
from which the five appended illustrations are 
reproduced. (See Eisen’s Figs. 1, 2, 3, 4, 5-) 

The great problem in the cancer question to-day 
as yesterday is recurrence. Something favors re- 
currence. What is this something? To know this 
is to know how to avoid it. 

I invite attention to some well-known facts, re- 
garding cancer of the breast; also, to certain im- 
portant personal observations, upon which this 
method is founded. There are probably, roughly 
estimated, twenty-five thousand cases of cancer of 
the breast in the United States to-day. 

In round numbers sixty out of every one hun- 
dred selected cases operated upon by our best men 
will be dead or dying within three years after the 
excision operation, from recurrence of the disease. 
Moreover, it is generally conceded that an additional 
twenty of every such hundred will be dead or dying 
by the erid of five years from the same cause. As 
confirmatory of this statement statistics of thirteen 
of the best operators of this country are appended: 


Bas gf 
Year. Cases. 
1891 Dennis reported 116 64 52 
1895 Bull 118 87 31 
1907. Myer 86 43 43 
“Mass. Gen. Hosp. “ 376 288 
“Halsted 232 «143 89 
Rodman 25 21 4 
“Oliver 35 23 12 
“Ochsner 164 125 39 
Pilcher 18 14 4 
“Jacobson 71 
“Cabot 42 28 14 


1563 976 587 

Thus 62%4 per cent. were dead, or had recur- 

rence within the three years following operation; 

37% per cent. only passed the three-year limit with- 
out recurrence following operation. 


912. ve 
1e- 
St- 
er- 
tir 
for 
ge 
as 
n- 
ies 
Yom 
ire : 
de ‘ 
es 
le, 
he 
Te 
nd 
as 
ne : 
‘a- 
11- 
sis 
C. 
a : 
is 
a- 
1e 
er 
1e 
in 
n. 
‘l- . q 
at : 
[- 
ly 
is 
ly 
S. 
yf 
e 
a 
y 
d 
t 
i ti 
4 


386 


AMERICAN 
JouRNAL OF SURGERY. 


STROBELL—BREAST CANCER. 


NovemsBer, 1912. 


THE ROLE RECURRENCE PLAYS. 

Consider what this means to the thousands of 
mothers, nearly all in the prime of life, and the 
terrible rdle recurrence plays, and say if free ex- 
cision is an adequate solution of the breast cancer 
problem—I think not. Something more scientific 
and reliable must replace it. 

WOMEN FEAR THE EXCISION METHOD AND ARE 

SKEPTICAL OF THE RESULTS. 

Women thus afflicted are apt to hide their cancers 
until too late, because of the widespread fear of 
the operation itself, and because of the universal 
lack of confidence in ultimate results as regards re- 
currence. 

Could we offer these women an operation that 
is thoroughly scientific, without the use of general 
anesthesia, practically painless, safe, and that con- 


Fig. 1. Amoeba 


(Eisen). 
1. Nucleus. 2. Contractile P P 
points to the clear ectoplasm. 4. Food vacuoles. 5. Grains of sand. 


proteus 830. From Gruber. 
“ae * dia, the dotted line 


sistently holds out reasonable prospects of freedom 
from recurrence, would they not come earlier? 
AXILLARY GLANDS SUBSIDE. 

I have noticed a remarkable fact in the progress 
of this work, namely, that in all the seven cases 
herewith reported, with a single exception, the en- 
larged axillary lymph glands have subsided and be- 
come impalpable upon removal of the .affected 
breast. This could not well have been the case had 
these glands also contained active cancerous de- 
posits, unless upon the theory of their destruction 
and elimination by the formation and action of an 
autogenous vaccine. I have therefrom inferred 
that while the disease is still local or regional, 
axillary lymph nodes are engorged with deleterious 
matters from the periphery of the growth—the 
field of active tissue metabolism and phagocytosis; 
or they present varying degrees of inflammation or 
hyperplasia as a result thereof, the same as occurs 
in lymph nodes in the vicinity of many pathological 


conditions, such nodes subsiding upon the removal 
or cure of the causative condition. This fact rela- 
tive to the subsidence of enlarged lymph glands 
could not have been observed following the classical 
operations, because axillary lymph nodes have for 
forty-five years been religiously dissected out, in 
accordance with the recommendation of Charles 
Moore, a surgeon of Middlesex Hospital, London. 
Mr. Moore, in a paper on “The Influence of Inade- 
quate Operations on the Theory of Cancer,” pub- 
lished in Trans. Royal Med. Chir, Soc., Vol. 1, 


Fig. 2. (Eisen). Ep. d. Epithelial cell destroyed, forming a 
vacuole and occupied by A. c, an elongated cancriameeba which has 
extended a pseudopodia into another epithelial cell Ep. 1, and has 
commenced the absorption of its contents through its crenulated 
and flared age A. n., Nucleus of the cancriamceba in which 
are seen three nucleoli. Pa 

Fig. 3. (Eisen). Ep. 2. An epithelial cell containing a nucleus. 
The cell is just entered by the cancriameba, A. c. : 

A. n. Polymerphous nucleus of the cancriameba. Ep. d. Epi- 
thelial cell destroyed, having been “eaten out” by the cancriameba, 
thus forming a vacuole in which it lies, 


1867, directed attention to a possibility of recur- 
rence being due to infected glands, although little 
was then known of infection as we understand it to- 
day, and urged their complete extirpation so far 
as possible. This practice has culminated in the 
present day universally employed technic. 

The following letters, written in reply to an in- 
quiry regarding the relative frequency of actual 
microscopically demonstrated metastasis to the 
axillary lymph glands in operated cancer of the 
breast, are of interest as bearing on this point. 


BENDER HYGIENIC LABORATORY. 


N. Y., August 29, I9QII. 
Dr. C. W. STROBELL, 
Rutland, Vt. 

My pear Doctor:—In reply to your inquiry of 
August 28 concerning enlarged glands adjacent to 
malignant tumors, I would say that occasionally the 
glands may be palpable or even moderately en- 
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larged, and microscopic sections of them reveal 
varying degrees of hyperplasia and chronic in- 
flammatory changes. Of course, only serial section 
of the entire gland could exclude the presence of 
actual cancer cell metastases. The exact propor- 
tion of such cases I am unable to state offhand, but 
this could be easily determined by analysis of our 
records of such cases. 
Yours very truly, 
(Signed) Tuomas Orpway. 


LABORATORY OF HYGIENE. 
Vermont State Board of Health. 


BurRLINGTON, Vt., October 2, I9QITI. 
C. W. Srropett, M.D., 
Rutland, Vt. 

Dear Doctor:—In answer to your inquiry re- 
garding the number of cases in which | have found 
a malignant involvement of the axillary glands in 
cases of cancer of the breast, I beg to say that I 
have had comparatively little occasion to determine 


Fig. 4. 


(Eisen). 
tion of several epithelial cells an 
in various stages of sporulation, the whole forming the center of a 


Ep. d. Aclarge vacuole formed by the destruc- 


occupied by three cancriameeba 


cancer nest. 8. A cancriameeba containing a vacuole, and its 
nucleus is polymorphous, A. 4. cancriameeba which has ex- 
tended a pseudopodia into the epithelial cell Ep. 5 and is copay 
devouring its nucleus, for which it seems to have a special likin 
\. 5. A small section of a cancriameeba within an epithelial cell. 
Ep. 1. 2 8 Epithelial cells not yet destroyed by the cancriameeba. 
You will note their flattened and lunated ones, caused by the 
pressure of enlarging and proliferating cells a little farther away. 
The heavy cell walls are caused by their chitinization. 


this matter. Our surgeons usually being content 
with the diagnosis of the primary tumor very 
seldom submit the associated glands. I find on 
looking through a series of 70 malignant breast 
cases, that 10 included an examination of the 
axillary glands. In all of these cases the glands 
showed undoubtedly a malignant infiltration. I 
suspect that this high percentage is due to the fact 
that only the very suspicious glands were sent to 
me. Very truly yours, 
(Signed) B. H. Stone. 


As bearing upon the foregoing is appended the 
results of a study into the relative frequency of in- 


volvement of the axillary lymphatic glands in 
cancer of the breast. In quest of this data, during 
the months of September and October, 1911, I per- 
sonally examined all the breast cancer records on 
file at the pathological laboratories in connection 
with the following named institutions, with the 
exception of those at the Laboratory of Hygiene at 
Burlington, Vt., the statistics of which were kindly 
worked out for me by its director, Dr. B. H. 
Stone. 


Fig. 5. Copy of one of Eisen’s figures of “cancriameba macro- 
glossa” to show relative size of cells, “snout,” etc. (From 5th 
annual report of Cancer Laboratory, New York State.) g 


The Royal Victoria 
Hospital, Montreal, 
Canada: 
67 Positive, in breast and glands 
70 Negative in glands, 34 ax. 
glands mx. negative; 36 no 
ax. glands with specimens. 
Montreal General 
Hospital, Montreal, 
Canada: 
26 Positive, in breast and glands. 
47 Negative, 18 ax. glands mx. 
negative; 29 no mention of 
glands. 
Free Hospital for 
Women, Boston, 
Mass. : 


22 Positive, in breast and glands. 
16 Negative, in glands. 
Boston City Hospital: 
74 Positive, in breast and glands. 
207 Negative, 39 no mx. evidence 
in glands; 168 no glands ac- 
companied specimens. 
Laboratory of Hy- 
giene, Burlington, 
Vt. (Records exam- 
ined by Dr. Stone. 
See letter above: 
10 Positive, in breast and glands. 
60 Negative, no glands accom- 
panied the breast specimens 
in these 60 cases. 
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Bender Hygienic Lab- 
oratory, Albany, 
Ni 


- 


229 Positive, in breast and glands. 

237 Negative, in approximately 

one-half of this number no 

glands accompanied the Br. 

Specs. Those examined 

| showed no mx. evidence of 
cancer, 


1065 
Thus relatively but 428 cases showed microscopic 


evidence of metastasis to the lymph nodes ac- 
companying the specimens, 


Two hundred and twenty-five gave no micro- 
scopic evidence of metastasis to the lymph nodes 
accompanying the specimens. 

In the remaining 412 cases no glands accom- 
panied the specimens, and it would seem fair to 
infer therefrom that the glands were not ap- 
preciably enlarged. 


Approximately then only 40 per cent. proved a 
positive metastasis to the axillary lymph nodes, 
while 60 per cent. were negative. 

An interesting observation in connection with 
the Bender laboratory records was that of the 63 
last recorded cases examined, covering a period of 
two years, only 11 (eleven) were credited with 
metastasis to axillary glands. 

The effect of such a study is to strengthen belief 
in the theory advanced in this paper regarding the 
manner of recurrence, namely, that extirpation of 
enlarged axillary lymph nodes is of far less im- 
portance in the removal of the operable cancerous 
breast than is the avoidance of excision traumatism 
of the surrounding healthy tissues. And this is 
borne out in the statement of Piersol, that “85 per 
cent. of recurrences in cancer of the breast are in 
the chest wall, and 15 per cent. only in the axilla.” 
_ Why such frequent recurrence in the chest wall 


where there are no large glands, and only 15 per 
cent. in the axilla where lymph nodes abound? 


RECURRENCE USUALLY IN EDGES OF INCISION. 

I have been impressed with the fact, that re- 
currence after operations for cancer of the breast 
is almost invariably in the line of incision and 
suture. Furthermore that this occurs notwith- 
standing the fact that operators always seek to 
cut through perfectly healthy tissues, as witness 
the extensive sweep of the scalpel in the Halsted- 
Myer technic, the most perfected and compre- 
hensive of its kind. 


Yo. 2 


dotbequm, 
still o* elastic. 


Fig. 2, 


LYMPH NORMALLY GERMICIDAL TO THE SPECIFIC 
PARASITE ? 

I believe that in the early or operable stages of 
the disease, before the bodily forces are weakened, 
the lymphatic glands, vessels, tissue and lymph 
spaces are able of their own germicidal fluids, and 
unbroken endothelial lining, to accomplish the de- 
struction of infected cells floating their way, them- 
selves escaping infection; but that in the presence 
of such traumatism as excision involves reinfection 
may occur, 


DOES OPERATIVE MANIPULATION -FAVOR 
REINFECTION ? 
Infective fluids pervade the breast and surround- 
ing tissues, like a water-soaked sponge, therefore 
care in handling the tissues during an excision 
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operation will make but slight difference in the 
result. The knife must sever the continuity of the 
fluids as well as the tissues holding them, hence 
infection is almost inevitable because of the man- 
ner of the traumatism. 

The proximal traumatized tissue taken unawares 
has not had time to establish defenses and is thus 
utterly at the mercy of the infective agent abound- 
ing in the fluids unavoidably bathing the wound. 

A STRIKING FACT 
is that even in the most favorable and early cases, 
where the cancerous induration is barely dis- 
cernible, and the diagnosis not microscopically con- 
firmed until after the operation—where no lym- 
phatics are. enlarged, and where the knife is made 


Case 
“PalliaNve series. 


9 outside detted 


Fig. 3. 


to go far outside and away from the little tumor, 
through perfectly healthy tissues—there will be the 
usual percentage of recurrence of the disease in the 
sutured edges of this tissue. Whereas, had the cut 
not been made, and the patient allowed to finally 
die of her cancer, without interference, the disease 
would not have appeared in the particular zone of 
healthy tissues through which the knife would have 
gone, except as an extension outwardly from the 
particular quadrant of breast affected. Thus even 
at death a large portion of the zone through which 
the scalpel “would have gone” years before, would 
still be soft and free from cancerous involvement. 
To illustrate: (Fig. 1, from Case No. 3, pallia- 
tive series—a most extreme case).—The lower 
hemisphere of the affected breast was an ulcerated, 
scirrhous mass, while that portion lying above a 
horizontal plane, drawn from right to left through 


the center of the breast had retained all its natural 
resiliency, contour and coloring; in fact, was per- 
fectly healthy—and this within possibly two months 
of a threatened fatal termination. 

Figs. 2 and 3 from palliative case No. 2 is a still 
better illustration in that the cancerous ayvea is 
centrally located. The woman, as may be judged 
from the illustration and history, was also within a 
very few weeks of death when she came for ex- 
amination. As late in the case as this the tissues 
outside of the dotted circle were soft as ever, and 
without palpable evidence of induration or involve- 
ment. This patient had first noticed the trouble 
about three years previous to the consultation. 

CHEMIC SURGERY OF THE CANCEROUS BREAST. 


The operation here indicated proceeds upon the 
general assumption that at least until the border 


Fig. 4. 


line separating regional from general dissemination 
is reached all carcinomata of the breast are oper- 
able, i. e., curable. Further observation must de- 
termine the limitations of chemic surgery in the so- 
called “hopeless” cases, in view of the glandular 


phenomena observed in the progress of the work. 


OBJECT, TO INSURE AGAINST RECURRENCE. 
The object of chemic surgery is to painlessly yet 
with the full consciousness of the patient remove 
the entire affected breast, including sufficient of the 
surrounding healthy tissue to insure: against re- 
currence. (Figs. 4, 5.) 


PERFECTLY UNDER CONTROL, 

This chemical dissection is accurately guided and 
absolutely under control at all times. It may be 
continued with perfect safety as leisurely, as deeply, 
and as extensively as required. Moreover, there 
is no danger from hemorrhage or sepsis in skilled 
hands. (Figs. 6, 7.) 
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Coselo9 - Operable Series. : pearance of the greatly enlarged axillary lymph 


Fig. 5. 


HOW THE METHOD OPERATES. 

The chemic method operates essentially by block- 
ing and sealing all vascular communications be- 
tween the condemned area and the surrounding 
healthy tissues. All lymphatic and _bloodvessels, 
lymph channels and tissue spaces of Meltzer are 
thus “walled off” by the resultant phagocytosis 
along the arbitrarily established line of demarca- 
tion, the condemned structures being damped out 
or chemically devitalized, and systematically _re- 
moved; the removal keeping accurate pace with 
the devitalization from day to day. Infected cells 
left floating in the lymph outside the “line of de- 
marcation” are, presumably, physiologically dis- 
posed of as before the operation; or as already 
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Fig. 6. 


nodes in more especially, the four far advanced 
cases—that there is “formation of an autogenous 
vaccine.” (Figs. 8, 9.) 


SAVES ANATOMIC STRUCTURES. 

The chemic method avoids much of the ex- 
tensive dissection of the Halsted-Myer technic, in 
which operation the breast, all but a few fibers of 
the upper part of the pectoralis major muscle, all 
of the pectoralis minor muscle, and all the lymph 
nodes in the axillary and adjacent regions are re- 
moved, the necessity for which this method does 
not recognize in view of the previously mentioned 


Fig. 7. 


observations. To be sure, by the chemic method 
also, the entire affected mammary gland, including 
an adequate underlying and outlying zone of 
healthy tissues as “factor of safety” may be re- 
moved. When, however, the healing process is 
completed the physical capacity and function of the 


corresponding upper extremity are unimpaired, as 


are also the anatomical relations and physiological 
functions of the axillary lymph nodes. (See Figs. 
10, 11.) Furthermore, and best of all, we know 
that there has been no reinfection due to the 
operation. 

The general health immediately takes an upward 
trend, showing rapid improvement coincidentally 


¥ 
— 
wit 
> @ 3 BES 
14 
» ee curr 
| 
oper 
: 
oF 
cisic 
Th 
a ther 


c, in 
rs of 
all 
mph 
 re- 
does 
oned 


Vor. XXVI, No. 11. 


STROBELL—BrEAST CANCER. 


AMERICAN 39 I 


with the removal of the infected tissues. All the 
physiological functions show the effect of release 
from the depression of long continued toxic 
absorption. 


BEST METHOD TO USE IN RECURRENCE FOLLOWING 
EXCISION. 

The chemic method should always be employed 
in recurrence following the classical excision of the 
breast, provided, however, the seat of such re- 
currence is in the chest wall and not in the axillary 
or cervical regions as there proximity of large 
bloodvessels makes its use inadvisable. Fortunately 
for chemic surgery, however, Piersol’s relative re- 


Fig. 8. 


currence, previously alluded to, encourages the be- 
lief that “85 per cent. of recurrences” may safely 
and effectively be reached by this method, if at- 
tacked early. 

SAFETY OF THE METHOD. 

The chemic method of removal requires no gen- 
eral anesthetic such as ether or chloroform. It 
opens no fresh avenues of infection. The opera- 
tion is more scientific and more certain than the ex- 
cision method, though not so brilliant in point of 
tapidity of execution. At its finish, however, the 
beautiful platter-like granulating surface, inviting 
to a skin graft, would enthuse the most skeptical. 
There is also, let me repeat, no danger from the 
Operation in the hands of a competent surgeon—no 
Sepsis, no hemorrhage, neither any actual pain— 
considerable discomfort especially in neurasthenics. 
there will be necessarily, the same as under the 
classical operation. Sleep is usually not disturbed, 
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nor is the appetite. During the removal the patient 
almost invariably is in condition to participate in 
cheerful conversation, on topics entirely foreign to 
the work being done, being usually meanwhile a 
most interested observer of the operation itself. 
Skin grafting after Ochsner is done painlessly, and 
under the full consciousness and observation of the 
patient. The grafts all “take” and the new skin 
becomes soft, pliable and freely movable upcn the 
underlying chest wall. The chest wall is not 
“pound down,” nor is respiration impeded in the 
least. (Figs. 12, 13, 14, 15.) 


EXCISION FACILITATES INFECTION. 
In common with other surgeons I have per- 
formed the Halsted excision in cancer of the breast 


mph 
nced 
nous a 
| 
<, 
zical 
vard : 
tally 
Fig. 10, i A 


AMERICAN 
392 JourNAL OF SURGERY. 


STROBELL—BREAST CANCER. 


NovEMBER, 1912. 


many times, and with about the same unsatisfactory 
results. My conclusion is that the excursion of 
the instrument somehow facilitates infection of this 
healthy tissue, as thereby thousands of lymphatic 
tubes, lymph and tissue spaces are divided, fur- 
nishing atria of fresh infection in their cut 
surfaces, 


FRESH EXCISION INVITES FRESH INFECTION. 

Another observation is that in recurrence fol- 
lowing the Halsted-Myer excision where the surgeon 
does a secondary operation, in the great majority 
of cases there follows a fresh recurrence; a third 
excision is followed by a third recurrence. and so 
on, until the patient dies. Why is this? I think 
because each fresh excision invites fresh infection. 


TECHNICS. 
General Precautions. 

First and foremost the patient should be cared 
for by a trained surgical nurse exactly as in any 
surgical case, keeping accurate records of tempera- 
ture, pulse, respiration and the functionating of the 
eliminating organs. The nurse should be exceed- 
ingly careful to confine the action of the chemic 
agent to within the limits so carefully set for it. 
This will require vigilance and the sufficiently fre- 
quent change of fresh dry absorbent cotton— 
mainly below the breast—to prevent the freely 
draining fluids from coming in contact with the 
skin, or even to moisten the cotton strips placed 
there for its protection. Should the strips become 
moistened with the fluids much pain will result 
which would not be due to the operation but to 
defective technic. She should always prepare 
aseptically for the surgeon’s visit the same as for 


any surgical dressing, having in readiness sterile. 


cotton gloves, gown, instruments, hand solution, 
towels, gauzes, cotton, etc., and where the house 
is electrically lighted a “drop” light should be at 
hand. The patient should be placed in a good, 
strong light. 

1. Cocaine, 40 per cent. solution, is driven into the 
segregated area by phoresis, the anode of the gal- 
vanic current being at the breast while the cathode 
is connected with a large dispersing pad on the 
back. As high as 200 m.a. of current may be used 
varying with the susceptability of the patient. This 
cocainization properly and thoroughly executed, 
step No. 2 should be absolutely painless. 

2. The cuticle is then destroyed with caustic 
potash. 

3. Tissues outside of the condemned area are 
properly protected from accidental chemical con- 
tact by means of strips of cotton flannel saturated 


with flour paste. (A very important part of the 
technic. ) 

4. A mixture of zinc chloride with powdered 
sanguinaria plus water to the point of proper work- 
ing consistency is applied and protected with 
dressings. 

5. In 24 or 48 hours a layer of devitalized tissue 


is aseptically removed and a fresh application is _ 


made, repeating the process each 24 hours until 
the entire breast, including such underlying tissue 
as might be harboring infection, has been removed. 

6. Nature is now allowed to complete the opera- 
tion in her own way, i. e., by phagocytosis, estab- 
lishing its own line of offense and defense the while 
sealing all possible ports of entry against reinfec- 
tion ; and finally casting off the dead from the living, 
leaving a smooth granulating surface. Strict 
asepsis should be maintained throughout. 

7. Skin grafting after Ochsner is done under 


Case lte.2- Oper Series, 


Fig. 11. 


cocaine cataphoresis safely and painlessly, the 
patient herself contributing the grafts, being the 
while a most interested spectator. This grafting 
properly timed and performed, the grafts all “take” 
and the new skin—in due time—becomes freely 
movable upon its new base. 

8. This chemic operation is a surgeon’s “job” 
and will tax all his faculties and technical skill. 
One who has not these acquired qualifications had 
better not undertake it. The painlessness and suc- 
cess of the operation depend upon a perfect technic. 
So performed, it is a most scientific procedure, and 
invites the investigation of the medical profession. 
The seven cases thus far operated upon by the 
chemic method are as’ follows: 


THREE OPERABLE CASES. : 
Case I.—October 20, 1898. Mrs. R., American, 
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‘aged 56 years, multipara. Ulcerating carcinoma, 


lower inner quadrant of the left breast, size of 


‘green gage plum; enlarged axillary lymphatic, 


severe lancinating pains. Operated by chemic 
method (incomplete technic); recurred in four 
months; operated again with modified technic. 
Smooth recovery; axillary glands disappeared; 
lived eight and a half years without recurrence, 
and finally dropped dead of heart disease, while 
seemingly in the best of health. I had from time 
to time taken physicians in to see this most inter- 
esting first case. 


Case I!.—March 20, 1907. Mrs. B., American, 
aged 45 years, nullipara. Carcinoma of the left 


breast, size of small hen’s egg. Lancinating pains _ 


for months, retracted nipple; tumor adherent—en- 


Fg: 


¥% day. 
Fine grouulating Surface 4 
ready for Shiy grafting . : 


larged axillary lymphatics. X-rayed for three 
months. No material progress. Began enlarging 
again. The modified chemic operation was done; 
lymphatics disappeared and healing took place quite 
rapidly. This woman is alive and well without a 
sign of recurrence, five years and five months after 
the operation. She has gained 25 pounds in 
weight, and has done all her own housework since. 
The aponeurosis of the pectoralis major was re- 
moved. (See Figs. 10, 11.) No pathological ex- 
amination was made. 


Case III.—January 10, 1912. Mrs. F., Amer- 
ican, aged 67 years, multipara. Highly neuras- 
thenic. Patient stated that seven months ago while 


pulling at a root in the flower garden she had sud- 


den, severe pain in her left breast, and upon ex- 
amination discovered a “bunch.” This “bunch” 
had been growing ever since and had caused much 
discomfort, especially when the arm was raised up 
over her head. Mrs. F. had been progressively 
losing in weight for the past year. She was other- 
wise quite well and active. 


gratis 


Examination. Both breasts were small and 
somewhat atrophied. A tumor the size and some- 
what the shape of a checker was located in the 
peripheral upper and inner quadrant of the left 
breast. The growth was not very sensitive to pres- 
sure—more so when pushed sideways. Its shape 
was circular with irregular edges and it felt as 
though it had already contracted adhesions to the 
tascia underneath. The tumor was hard and con- 
tracted, lymphatic glands considerably enlarged. 
Diagnosis, carcinoma of the breast. Post-operative 
mx. diagnosis by the Bender Laboratory, Albany, 
confirmed my findings. The entire breast, includ- 
ing a half inch layer of the pectoralis major muscle, 
was removed. (Figs. 8, 9.) Much nervousness 
and restlessness was present throughout the treat- 
ment. Chronic insomnia also helped to add to her 
discomfort, but on the whole everything went along 
well. On the twenty-first day under cocaine 
anesthesia skin grafting modified after Ochsner 
was done, painlessly and with perfect success— 
every graft “taking.” Photograph taken three 
months thereafter shows a most beautiful result. 
(Figs. 12, 13.) Patient seems perfectly well. No 
limitation of arm motion, nor disability whatsoever. 
Enlargement of axillary glands totally disappeared. 
Weight of tissue removed, 12 ounces. Specimen 
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REPORT OF FOUR PALLIATIVE CASES. 

Case I.—January 1, 1907, Mrs. G., aged 74 years, 
American, multipara, weighing 275 pounds, bed rid- 
den, chronic invalid from an old fractured hip. The 
left breast was a great ulcerous, foul-smelling mass. 
Axillary glands very greatly enlarged—one node 
especially so. The palliative operation was offered 
and accepted. After removal of the breast, the 
process was extended to include the large lymph 
node, which was accomplished without much dif- 
ficulty. Healing advanced smoothly and_ the 
woman regained as good a degree of health and 
comfort as was possible under the circumstances 
She lived six months thereafter in great comfort, 
but was finally taken with static pneumonia, and 
died in less than three days. There was abso- 
lutely no sign of a recurrence, either at the site ot 
the operation or anywhere else. Nor was there 
any indication that death was due in any way to 


Fig. 15. 


metastasis. A-rillary glands had completely dis- 
appeared. 

Case II.—July 13, 1910. Mrs. P., American, 64 
years of age, multipara. Came a long distance, 
and had to be carried from the depot to the office. 
Subject to severe attacks of sciatic rheumatism. 
Defective heart valves, pulse 120, temperature 99%, 
severe pain in both hips. Slight chills. Darting 
pains in the léft breast. Left breast side of a large, 
ulcerating cancerous mass, excavated to the depth 
of one and a half inches, transverse diameter two 
and a half inches. Edges and bottom of crater 
necrotic, and gave off considerable discharge and 
odor. Axillary lymphatics greatly enlarged. Photo. 
taken (Fig. 2, 3), also specimens for pathologist, 
Dr. C. A. Ball, of Rutland, Vt., who later reported 
scirrhus carcinoma. The tumor mass and sur- 
rounding tissue, including the pectoral fascia (two 
and a half pounds in all) were then removed. It 
was interesting to see how the heart and tempera- 
ture steadied down by the time the removal was 
completed. As in the other cases, no general 
anesthetics nor anodynes were used, because not 
needed. Mrs. P. went went home feeling almost 
new. The axillary glands had entirely disappeared. 
The breast was x-rayed for two months thereafter. 
Five months after the removal she died. I wrote 
to her physician for particulars and he replied: 
“There was no reappearance of the cancer; she had 
a severe recurrence of sciatica, and her hyper- 


trophied heart at last succumbed.” This last sick- 
ness was of three days duration. ; 

Case III.—March 10, 1912. Mrs. B., aged 57 
years, multipara. First noticed a “bunch” in the 
lower outer quadrant of the right breast about 
seven years ago. The tumor had grown slowly but 
persistently up to the above date. An examination 
showed an ulcerous mass involving the entire lower 
half of the right breast the diameter of a medium 
sized fist. The growth showed contractured Bands 
in various directions; was drawn downward and 
under and was firmly fixed to the chest wall. The 
nipple had disappeared, the surface was ulcerated 
and suppurating, bled easily upon merely touching 
it. A strong odor emanated from the growth and 
the mass was more or less the constant seat of 
excruciating, stabbing, boring and darting pains. 
Axillary glands were found to be much enlarged 
and tender. (See Fig. 6.) The general health 
was at a very low ebb. She was extremely neuras- 
thenic, cachectic and emaciated. Altogether a most 
“forlorn hope,” with probably two more months of 
life left her: ‘“Electro-Chemic” operation was 
suggested as a purely palliative measure that could 
give her freedom from the terrible pain and gen- 
eral suffering, and a strong hope of ultimate cure. 
The removal of the tissues of necessity proceeded 
slowly and with extra vigilance; for it was found 
necessary to follow the growth to its attachment to 
the periosteum covering portions of the sixth and 
seventh ribs, and also the perichondrium covering 
about an inch of the sixth chondral cartelage. (See 
illustration, Figs. 6 and 7.) The devitalized 
periosteum and perichondrium eventually separated 
from the post costal and chrondal portions at the 
upper and lower rib margins. Skin grafting was 
done six weeks from the outset of the treatment 
with a perfect result, all grafts “taking.” Ten 
days later the edges of the grafts and the surround- 
ing zone of skin had coalesced. (See illustration, 
Figs. 14 and 15.) The axillary glands had com- 
pletely subsided and seemed absolutely normal. 
The patient was entirely free from all her old pains, 
and was rapidly regaining health and _ strength, 
with a very decided improvement in her general 
morale and outlook on life. 


Case IV.—May 14, 1911. Mrs. B., American, 
aged 48 years, multipara. In this case an indurated, 
irregular mass the size of a bantam egg occupied 
the inner upper quadrant of the left breast. The 
tumor was quite sore to the touch and radiated 
pains toward the left shoulder. Axillary lym- 
phatics considerably enlarged and sore to pressure, 
and had been for about three months. In this 
case a half inch layer of the pectoralis major 
muscle was also removed. This woman made a 
smooth recovery. The axillary glands subsided. 

Directing pathologist, Dr, Thomas Ordway, of 
the Bender Laboratory, Albany, N. Y., reported 
cancer. Specimen preserved. August 15, 1912, 
shows small cancerous nodule in upper and outer 
quadrant of the opposite breast with accompanying 
enlargement of the lymphatic glands on both sides 
of the neck and in both axillae. Unfavorable 


prognosis (Fig. 4). 
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SUMMARY. 
OPERATIVE SERIES. 


One case (No. 1) lived eight and one-half years 
in good health and without recurrence. Dropped 
dead in the street from heart disease. No autopsy. 
Axillary glands had disappeared. 

One case (No. 2) living and perfectly well after 
five years and five months Axillary glands have 
disappeared. Gained 25 pounds in weight. 

One case (No. 3) living and perfectly well eight 
months after operation. Axillary lymph glands 
have disappeared. 


PALLIATIVE SERIES. 

One case (No. 1) lived six months. No visible 
recurrence. Had an attack of pulmonary edema 
secondary to valvular disease—died on third day. 
No autopsy. Axillary glands had disappeared. 

One case (No. 2) lived five months, no visible 
recurrence. Had a severe attack of sciatic rheuma- 
tism which left that region and seemed to attack 
the heart—died on third day. Axillary glands had 
disappeared. 

One case (No. 3) living and well five months 
after operation. Axillary lymph glands have dis- 
appeared, 

One case (No. 4) living and well for a year. 
One year after operation showed suspicious nodule 


in opposite breast, with enlarged right and left - 


axillary and cervical lymph glands. Prognosis 
hopeless. 


August 10, 1912. 
23% MeErcHAnNTs Row. 


DIAGNOSIS OF BRAIN ABSCESS. 


The diagnosis of brain abscess is to be made 
(like other intracranial conditions) by study of the 
signs and symptoms which result from its pres- 
ence; in addition, a history of trauma, bronchtec- 
tasis, empyema, etc., will prove helpful; while last, 
but by no means least, a study of the blood for 
the conventional changes due to existing suppura- 
tion should be made. If the abscess is within the 
cortex, or enveloped by the meninges, changes of 
the cerebrospinal fluid (i. e., lymphocytosis, in- 
creased serum-albumins, microorganisms, pus, etc.) 
may be anticipated. If the abscess be of sufficient 
size to alter the intracranial tension, a choked 
disk may be manifested; or if not quite sufficient 
to cause this phenomenon, a prechoked disk may 
be in evidence——N. W. SHarpe in The Journal 
of the Missouri State Medical Association. 


GONOCOCCUS VACCINATION AS A GUIDE 
IN DIAGNOSIS AND TREATMENT.* 
Jutius Lonpon, M.D., 

Adjunct Visiting Genito-Urinary Surgeon, Beth 
David Hospital; Genito-Urinary Surgeon, 
O. P. D., Lebanon Hospital; Assistant 
Genito-Urinary Surgeon, O. P. D., 

Mt. Sinai Hospital, 

NEW YORK CITY. 


In obscure cases, where the gonococcus is a pos- 
sible infecting agent, as in joint, tendon, endocardial 
and peritoneal or pleural infection, as well as in 
involvements of the genito-urinary adnexa, both 
male and female, a means of diagnosis not de- 
pendent upon the discovery of the gonococcus itself 
is of decided value. As is well known, it takes from 
4 to 6 negative findings, at intervals of 7 to 10 
days, to be safe to say that the prostatic and vesic- 
ular secretion no longer harbor gonococci. In 
general infections, such as joint involvement, some 
other method is of the greatest importance, espe- 
cially in women from whom no discharge may be 
obtainable. In such cases we have as aids in 
diagnosis the complement deviation test, on ex- 
amination of the patient’s blood, similar to the 
Wassermann test, and several reactions both local 
and general, to gonococcus virus. 

A subcutaneous injection of gonococcus vaccine, 
50,000,000 to 100,000,000, causes a general reaction 
similar to the general tuberculin reaction, with 
pains in the infected areas such as the joints, pros- 
tate, etc., and a febrile reaction. For local reac- 
tions two methods are available: one is to scarify 
the skin, and rub in the virus, which is a glycerine 
suspension of gonococci; the second is to inject the 
gonococci, suspended in normal saline solution, 
into the endodermal layer of the skin with a hypo- 
dermatic syringe and fine needle. Bruck was the 
first to call attention to this first or Von Pirquet 
type of reaction. Irons also follows Von Pirquet’s 
method. In studying the reaction to gonococcus 
vaccine I employ the second method, which corre- 
sponds to the Hamberger “stich” reaction method 
in tuberculin diagnosis. Normal saline solution 
can be used as a control injection. The first paper 
describing this technic and its reaction in gonorrheal 
diagnosis, was my article in American Medicine, 
April, 1912. The clinical report of cases establish- 
ing this test together with the collateral work in 
microscopical examination of secretions and of the 
complement deviation test in the blood, was pub- 
lished by Eising in the New York Medical Record, 


*Read before the Alumni Society of Lebanon Hospital, New York. 
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June 1, 1912, as a report of work done in his clinic, 
where I first introduced and studied this test 
through his courtesy. 

To obtain this reaction, the skin on the inner sur- 
face of the arm or forearm is cleansed with alcohol 
or ether, which is allowed to evaporate; then a 
saline suspension of dead gonococci in a strength of 
50,000,000 to 100,000,000 per c.c. is injected into 
the skin with a fine hypodermatic needle and a glass 
syringe, both of which must be clean and sterilized 
by boiling in plain water. We must avoid adding 
any soda to the solution for boiling, for the soda 
“may prove irritating to the skin, and thus vitiate 
the test. Enough of the suspension should be in- 
jected to put the skin under slight tension, which 
is shown by the formation of a slight wheal (2 or 3 
minims are enough) ; this shows that the injection 
is not subcutaneous, as then no wheal would appear. 

A positive reaction occurs in about 24 hours—a 
central papule, red in color, surrounded by a lighter 
red areola, 2 to 3 inches in diameter. Oc- 
casionally the entire area is elevated. Oftentimes 
the central papule is really composed of two parts, 
one at the periphery of the injection and one at the 
point of entrance of the needle. In one case of 
prostatitis, in which the primary infection occurred 
30 years previously, the reaction showed an areola 
3 inches in diameter, a very large ‘central papule 
and two small vesicles upon its summit. A control 
case of chancroid, injected with the same prepara- 
tion and dosage, 2 minims of a suspension holding 
500,000,000 per c.c., gave not the slightest reaction. 
The reaction appears in 24 hours and fades in one 
or two days; occasionally the central papule lasts 
7 to 10 days. 

A previous injection, within 10 to 14 days in 
negative cases, may cause a positive reaction on 
secondary injection. This is an anaphylactic 
phenomenon. I have observed this phenomenon in 
one case of tuberculosis of the testicle in Dr. Eis- 
ing’s department at Mt. Sinai Hospital Dispensary, 
and one of mixed infection, non-gonorrheal, of the 
ankle joint, in the orthopedic department of Dr. 
Kleinberg at Lebanon Hospital. Neither of these 
cases had had gonorrhea at any time. Recent in- 
fections give the most marked reactions. The 
earliest reactions obtained were in one case two 
days and in another three days after urethritis 
began. 

Cured cases give negative reactions; this is im- 
portant for young people who desire to marry and 
want to know their condition. In this connection 
it is interesting to note that Bruck suggests the 
possibility of preventive vaccination against de- 


veloping gonorrhea. The objection to this is the 
fact that healed cases of gonorrhea give negative 
reactions, which means that the body does not stay 
sensitized very long after the active focus is healed 
His idea, however, may be turned to advantage in 
this way: Vaccination against the complications of 
gonorrhea may be tried simultaneously with the 
local treatment. 


Microscopically, a section through the central 
papule shows an inflammatory reaction around the 
bloodvessels and lymphatics, according to Dr. F. S. 
Mandlebaum. A post-gonorrheal lesion, such as 
stricture, may no longer harbor gonococci, and thus 
give a negative reaction. In cases where the 
causative agent of an affection, such as synovitis, 
is known, the skin reaction may be negative. In 
seeking for an explanation in such a case, it is 
probable, from present ideas of anaphylaxis, that 
the failure to react to foreign protein of a specific 
nature is as follows: In inactive cases, that is, in 
cases not progressive and not associated with septic 
phenomena, such as chills, sweats, fever, rapid 
pulse, emaciation, etc., the immunizing apparatus 
has not recently been stimulated to react against 
this specific irritant; in other words it has not been 
sensitized. This may help to guide us in a choice 
between vaccine and serum treatment. To elaborate: 
If the defensive powers of the body do not produce 
antibodies to antagonize the specific proteins con- 
tained in specific germs, or their toxines, measures 
looking towards an active immunization by vaccines 
are apt to fail, and we must strive to obtain a passive 
immunization by means of protective sera, contain- 
ing preformed the specific antibodies for the specific 
microorganisms involved. This may help to ac- 
count for the fact that widely different results are 
obtained in gonorrheal arthritis by the vaccine treat- 
ment. While some results have been brilliant, others 
have been disappointing; it must be: borne in mind, 
however, that there are borderline cases that react 
to vaccination only after prolonged treatment, the 
first injections probably sensitizing the patient to 
the latter injections, thus ultimately causing the re- 
action and cure. It is interesting to note in this 
connection that Kingsbury, in the Journal of 
Cutaneous Diseases, XXX, page 216, reports a case 
in which a papulo-vesicular eruption followed one 
week after a second series of injections of gonococ- 
cus vaccine. 

In some chronic infections, notably chronic 
pneumococcus endocarditis and chronic erysipelas, 
the white blood cells at times lose their phagocytic 
powers in the presence of the patient’s own serum. 
In the N. Y. State Medical Journal, August, 1912, 
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Rose now repeats the fact that good phagocytic 
powers do not mean a corresponding destruction of 
germs; and he also states that small doses, that is, 
25,000,000 to 50,000,000 pneumococci act more 


favorably in septic pneumococcus endocarditis than — 


large ones. This suggests to me the possibility of 
using endo-dermal vaccination with a pneumococcus 
suspension to see the amount of reaction the body 
is making to therapeutic vaccination, thus using this 
method as a visible opsonic index. Incidentally, to 
show that this suggestion of mine is not entirely 
visionary, I may state the work of Von Pirquet on 
vaccina. On primary inoculation with vaccina the 
maximum reaction occurs from the 11th to the 15th 
day. On daily vaccination for a fortnight or so in 
cases not previously inoculated, the maximum re- 
action occurs at the same time about all the points 
of inoculation. (Hektoen, J, A. M. A., April 13, 
1912.) 

I shall cite the following cases to show the prac- 
tical application of this test: 


A man aged 58 gives the following history: Had 
one attack of urethritis 38 years ago, of which he 


was apparently cured; has not had a urethral dis- | 


charge since; has had 13 children; now complains 
of swelling of both testicles which began two years 
ago, and of a sinus in the left scrotum of one and 
one-half years duration. The urine is clear; ex- 
amination shows an enlarged prostate, bilateral 
epididymitis and a sinus on the left side of the 
scrotum, adherent to the testicle. Dr. Bernstein re- 
ports that the fluid expressed from the prostate 
shows pus and gonococci. The endo-dermal vacci- 
nation gave a positive reaction. 

The second case is a boy of 19, who complains 
of pains in the lumbar region. He had gonorrhea 
one year previously. Rectal examination reveals 
the right side of the prostate and the right seminal 
vesicle distended ; massage fluid was reported nega- 
tive for pus and gonococci. X-ray examination by 
Dr. Jaches for stone in the kidneys or ureters was 
reported negative. Endo-dermal vaccination gave 
a positive reaction. On second examination of the 
prostatic and vesicular secretion Dr. Bernstein re- 
ported puss and gonococci. 

This is instructive, as lumbar pains are fre- 
quently caused by distention of the vesicles and 
prostate, which are commonly overlooked; massage 
of these structures may have to be made several 
times before pus is found. In 6 out of Io cases 
which simulated kidney stone, operation was per- 
formed. (Keene’s System of Surgery, Vol. IV, 
page 395, 1910.) The vaccine test may give a 
positive reaction even when the complement devia- 
tion test is negative as in one case of prostatitis 
where Dr. Kaliski examined the blood. Pus but no 
gonococci were found in the prostate. 

Following is a classification of cases, including 


those previously reported from Dr. Eising’s clinic: 
Of 18 cases in which the gonococcus was found, 16 
gave a positive reaction. Of 14 control cases, non- 
gonorrheal, 12 gave no reaction, two gave a slight 
reaction. Of three cases of gonorrheal arthritis 
two gave a positive reaction. In the case giving x 
negative reaction, staphylococci were found in the 
prostate, but no gonococci. In three cases in which 
the complement deviation test was performed, two 
were positive and one negative to the blood test, but 
all three were positive to the skin test. In two cases 
of stricture, one was positive and one negative. Of 
18 cases which were clinically gonorrheal, but where 
no gonococci were found, in 13 the skin test was 
positive, in two negative and in three doubtful. 


Gonococcus 
Diagnosis. Pus found Reaction 
Gonorrhea 0 + 
“ + ? 
= + ? 
+ 
+ + 
+ 
bi + + 
“ + + 
+ + 
+ 
Vesiculitis + 
Epididymitis * 
bs 0 + 
0 moderate 


Tbe. Testicle Isttest negative Second test performed 


2d test positive 10 days after the Ist. 
Non. G. Arth- 
Titis Ist test ? Second test performed 
2d test + 10 days after the Ist. 
Gonococcus 
Diagnosis. Pus found Reaction 
Prostatitis + 0 ? 
0 ? 
0 + 
4 +- 0 + 
+ 
0 + 
by + 
“ 0 0 
“ + 0 
“ + 0 + 
“ 0 ? 
+ 
0 + 
Urethritis + 
0 
“ + + 
“ 
+ 
+ + 


The advantages of this test are: Simplicity of 
application, minimum of traumatism and accuracy 
of dosage, certainty of application of the virus to 
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the endo-derma; this is especially desirable when 
the reaction is negative. Employment as a visible 
opsonic index in vaccine treatment. 

I desire to thank my colleagues of Mt. Sinai and 
Lebanon Hospitals for the clinical opportunities and 
assistance accorded me in these experiments. 

763 East 156TH STREET. 


A NOTE ON THE MANAGEMENT OF TIGHT 
URETHRAL STRICTURE AS A COM- 
PLICATION OF GONORRHEAL 
PROSTATITIS. 

J. L. WottuHeErm, M.D., 

Adjunct Visiting Physician, New York City 
Home; Assistant Urologist, German 
Hospital Dispensary. 

NEW YORK CITY. 


The subject matter of this paper is not a new 
one, and doubtless, each of my readers has his own 
way of treating these cases. But, since these cases 
are as a rule very difficult to treat successfully, a 
few general remarks about a method which seems 
excellent to me may not be in vain. I shall report 
more or less in detail two recent cases. 

The diagnosis of this condition is usually not 
very difficult. We always get a history of a long- 
standing .gonorrhea, or a number of repeated 
gonorrheal infections with or without complica- 
tions; and usually the patient notices a small 
stream and a great deal of force required to empty 
his bladder. Indeed, the difficulty of urination 
may in itself cause him to seek aid. Gonococci are 
found in the prostatic secretion and often in the 
anterior discharge. The two-glass test (second 
glass holding only the last two drams) shows the 
urine turbid in both. 

My opinion is that as long as the patient is 
harboring gonococci in either anterior or posterior 
urethra one is not justified in instrumenting him 
for his stricture. The exception, of course, is 
when he is unable to void and the stricture is im- 
passible. Immediate operative procedures are 
then indicated for drainage, etc., and they should 
be conducted on broad surgical principles. But, 
granted that the patient can void, be it ever so 
slowly, he had better be treated as a case of antero- 
posterior gonorrhea with prostatitis until he is 
gonococcus-free. 

The best treatment for this, I believe, is the home 
injection into the anterior urethra four times daily 
of % per cent. protargol or other suitable non- 
astringent gonococcocide solution, two drams each 


time, held in ten minutes, together with office treat- 
ment three times weekly, as follows: Irrigation of 
the anterior urethra (after having taken a smear 
from meatus for examination and after bladder is 
emptied into two glasses as spoken of above) with 
Y% per cent. protargol 50 c.c., and then an injection 
directly into the bladder (without any urethral in- 
strument except soft rubber tip for meatus) with 
100 c.c. of the same solution. While this injection 
of Ico c.c. is retained in the bladder, the prostate 
is gently massaged and the secretion is obtained for 
future examination. The patient then passes the 
100 c.c. and is given a second injection of 150 c.c., 
same solution, 50 c.c. of which are again used to 
irrigate the anterior urethra and 100 c.c. put into 
bladder. 

This procedure we designate as_ irrigation, 
massage and irrigation, and is probably the most 
rational one to use in prostatitis, be it gonorrheal or 
otherwise. A Janet-Frank syringe of 150 c.c. 
capacity is the ideal instrument for this treatment. 
It is best to examine the prostatic secretion after 
each massage. 

In stubborn cases (where gonococci and pus per- 
sist for a long time) heat applied to the prostate by 
the rectal psychrophore, such as the Vander Poel 
instrument, is a powerful adjuvant. 

Having on a few occasions found the patient free 
from urethral and prostatic gonococci (not pus- 
free) after the above treatment, we may then feel 
justified in attempting instrumentation for dilata- 
tion. 

The best prophylactic against re-infection of the 
prostate and posterior urethra and epididymo-or- 
chitis is to first wash out the anterior urethra with 
50 c.c. protargol 1% per cent. and then slowly in- 
ject 100 c.c. of the same solution into the bladder 
before instrumentation. Then use olive points, if 
possible, but these are rarely of use in tight stric- 
ture. The best are filiforms attached to catheters 
making the so-called rat-tail or Le Fort catheters, 
or whale-bone filiforms and tunneled catheters. 
Having successfully passed one filiform and fol- 
lowed it up on a rat-tail or tunneled catheter as the 
case may be, withdraw the instrument gently; let 
the patient pass the 100 c.c. previously injected and 
that sitting is finished. With the catheter in, don’t 
let all of the solution escape. 

The dilatation is carried on as above, using larger 
catheters every other sitting, the intervening sitting 
being given up to the treatment of the prostate by 
irrigation, massage ard irrigation. 

After the stricture is dilated to about 16 F. we 
may use metallic sounds up to 20 F. and then Koll- 
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man’s dilator until full dilatation is secured. Of 
course, no objection can be made to the use of 
sounds up to 30 F. and then a mechanical dilator. 
Irrigation, massage and irrigation are continued 
until the prostatic secretion is both pus- and 
gonococcus-free and the urine is clear. Hand in- 
jections as above spoken of are continued until it is 
reasonably certain that the patient is gonococcus- 
free, by beer and silver nitrate tests. 

More or less complete histories of two recent 
cases may he instructive. 

Case I.—E. B. Aged 23. First seen September 
28, 1911. United States. Single. White. 

Past history—First gonorrhea about five years 
ago: no complications, though it lasted about six 
months. Second gonorrhea three years ago: no 
complications, and lasted one year. Third gonor- 
rhea one and one-half years ago: no complications 
and lasted nine months. Once while in the navy 
in mid-ocean he had retention of urine and the fleet 
surgeon forced some metallic instrument into his 
bladder and since then he voids, but with a small 
stream. 

Present history—Two weeks ago noticed dis- 
charge, three days after intercourse. Has had no 
treatment of account until now. 

Examination.—Profuse purulent discharge con- 
taining much pus, and intracellular and extracellular 
gonococci. Urines both turbid in two-glass test. 
Prostate, moderately enlarged with very hard nodule 
in right lobe, not particularly tender, except this 
nodule. Prostatic secretion shows moderate pus 
and epithelia and gonococci in groups. 

Treatment.—Put on hand injections four times 
daily of two drams protargol, one-half per cent. 
solution, and retained ten minutes. Office treat- 


ment of irrigation, massage and irrigation, as de-. 


scribed above, three times weekly. 

This treatment was continued in spite of a very 
small stream and of a moderate difficulty in urina- 
tion until November 1, when the anterior and pros- 
tatic secretions having been gonococcus free since 
October 21, exploration with olive pointed bougies 
gave the following: No. 20 F. passed over stricture 
one inch down and caught at two inches. No. 16 
F. caught at three inches, and No. 12 F, at 5% 
inches. 

Gonococci began to reappear on November 8, 
when instrumentation was stopped, and the rectal 
psychrophore was brought into use. This was con- 
tinued twice daily at home for over three months. 
Water in psychrophore as hot as could be borne. 

On December 13 the gonococci having been ab- 
sent since November 24, filiforms were tried and 
were caught at the bulb. On December 18 a fili- 
form was successfully passed into the bladder and 
was screwed to Le Fort catheters up to 13 F., and 
successfully passed, drawing some of the protargol 
previously injected. The urine at this time showed: 
First glass, clear with shreds; second glass, clear. 
Dilatation was continued until January 5, 1912, 
when patient took an 18 F. sound. Visits between 
instrumentations were given to irrigation, massage 


and irrigation. On March Ig the patient mig 
paid only five visits since January 5 because o 
absence from town, the examination showed no dis- 
charge, urine clear, prostatic fluid apparently 
normal and stream free and easy. As he 1s prob- 
ably satisfied with a symptomatic cure, not by any 
means an anatomic one, he has not presented him- 
self for further treatment. 

Case II.—This case is somewhat different from 
the previous one, inasmuch as the gonococci were 
not discovered in the prostate until instrumenta- 
tion was begun tor stricture in a case apparently 
a simple one. 

Mr. B. Aged 23. Chauffeur. United States. 
Single. White. Presented himself October 31, 
IgII. 

Past history.—First gonorrhea five years ago 
and lasted a “few months”; no complications. Sec- 
ond gonorrhea “some years” later; no complica- 
tions. Third gonorrhea one year ago and lasted a 
“few months.” 

Present history—For some time past noticed 
small stream and quite some force needed to empty 
bladder ; thought this difficulty more noticeable for 
past two months; of late has been taking pills and 
injections. 

Examination.—No discharge, both urines turbid, 
prostate seems normal to the feel and its secretion 
shows an excess of pus and no gonococci. 

Treatment.—Given hexamethylene tetramine, 714 
grains three times daily, with instructions to stop 
all previous treatment—to take plenty of water, to 
prepare him for instrumentation. I was afraid to 
use the silver nitrate and beer test for gonococci 
(as is the custom) owing to the extreme difficulty 
in micturition, fearing the added irritation. 

On November 5 an impassible stricture 5% inches 
down was encountered and even under guidance of 
the endoscope a filiform could not be introduced 
though boric acid solution entered under pressure. 

November 6.—Filiform, under guidance of eye 
through endoscope, after boric acid irrigation into 
bladder enters stricture for a distance of 2%4 inches. 

November 8.—Under guidance of endoscope fili- 
form enters bladder with difficulty. On November 
9 filiform does not pass through stricture; some 
pus seen oozing through it. This collected on tip 
of filiform and shows many pus cells and gonococci, 
intra- and extra-cellular. Put on hand injections 
as in previous case, with irrigation, massage and 
irrigation. 

November 10.—Developed right acute epididymo- 
orchitis and put to bed with ice locally and only 
hand injection of protargol 14 per cent. four times 
daily, liquid diet and cathartics. 

November 22.—No discharge, but both urines 
turbid and prostatic secretion showed gonococci in 
groups. Irrigation, massage and irrigation con- 
tinued three times weekly until February 9, 1912, 
when, the gonococci and pus having gradually dis- 
appeared under this treatment, supplemented by the 
rectal psychrophore, filiform and No. 1o F. Le Fort 
were passed. February 17, filiform failed and 
whalebone and tunneled catheter No. 10 F. passed. 
After this dilatation was carried on with Le Fort 
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catheters on filiforms at every other sitting, until 
on March 14, sound 17 F. passed without guide. 
Dilatation, alternating with irrigation, massage and 
irrigation were continued until March 29, when 
patient took a 23 F. sound and had absolutely clear 
urine and no discharge—prostatic secretion showed 
excess pus aseptic. Hand injection stopped March 
1. This patient has been employed out of town 
during the spring and summer and expects to re- 
sume treatment early in the fall, when I intend to 
complete the dilatation of urethra, although he was 
with difficulty convinced that he needs further 
treatment. 
338 East SEVENTY-NINTH STREET. 


THE SACRO-ILIAC JOINT AND ITS _IN- 
JURIES—SOME RECENT TEACH- 
INGS CONTRAVENED.* 
R. L. Payne, M_D., 

| NORFOLK, VA. 


Napoleon once said, “History is too often a lie 
agreed upon,” and in our own profession error 
ofttimes goes unquestioned because a theory has 
been heralded with show of authority. 

The subject which I present here is one which, 
unless it be considered wisely and conservatively, 
threatens to prove a greater source of error and 
injustice in industrial accident than the hydra- 
headed monster, traumatic neurasthenia. Already 
the ambulance-chaser is rolling the subject as a 
sweet morsel under his tongue, and too many doc- 
tors, without due investigation, are accepting what 
they hope is an easy explanation of puzzling symp- 
toms that still remain problems to be differently 
solved in every case. 

Nature so constantly adapts means to the end 
in view, that we are not surprised to find the sacro- 
iliac one of the strongest joints in the body, since 
it must bear the whole weight of the trunk and 
upper extremities. It has sometimes been called 
an amphiarthrodial, or mixed, joint, but this is to 
a large extent a misnomer, except when, under the 
nutritional changes of pregnancy, the interosseous 
ligaments are softened and the synovial membrane 
developed. (Luschka.) 

I am aware of the conclusions of Albee, but he 
is so at variance with all anatomists that, by pre- 
ponderance of authority, we are forced to con- 
clude that this joint, save in pregnancy, is a true 
synchondrosis and we can readily appreciate were 
this otherwise, locomotion would be seriously in- 
terfered with. 

- Indeed, it has been the received opinion of 


*Read before the Association of Surgeons of the Southern Railway, 
June, 1912. 


surgeons, in all the past, that the sacro-iliac joint is 
so resistant and so well protected as to make in- 
jury thereof exceedingly rare. Surgeons have 
further agreed that any possible injury of this joint 
is to be regarded as of very serious import, that 
dislocations of this joint are practically impossible 
without fracture of some of the pelvic bones, and 
that, should dislocation occur, it is irremediable. 
Lately a new teaching has arisen among our 
orthopedic confreres,t and we are told that the 
sacro-iliac is a very loosely constructed joint, not 
only relaxing in pregnancy, but slipping about 
more or less freely at every menstrual period; that 
it is very susceptible to injury; that strains of its 
ligaments are exceedingly common from slight 
causes ; that strains frequently lead to subluxations ; 
that subluxations immediately result from trivial 
injuries, and that dislocations are more common 
in this than in any joint in the body. We are 
further told that while the result of these injuries 
is serious, giving rise to all sorts of pains and 
aches, running the gamut from occipital neuralgias 
to sciatica,t they are fortunately easy of correc- 
tion.§ The new teaching is that, sitting or stand- 
ing, or even lying long in one position, will lead to 
strains of the ligaments of these joints which at 
first are readily relieved by changes of posture, but 
which, if often repeated or long continued, lead io 
such relaxation of the ligaments that subluxations 
of the joints result. As types of this condition, we 
are told the sacral pain which sometimes accom- 
panies the stooping posture or the pain in the back 


which is often present in cases of continued sick- 


ness, is due to strain of the ligaments of this joint, 
and it is especially pointed out that in cases of pro- 
tracted illness when the patient lies much upon the 
back, the muscles tire, allowing the lumbar spine to 
sag until great strain is placed upon the sacro-iliac 
joint and even luxation may result. 

To my mind the ache which follows any long- 
continued posture is simply the result of muscle 
tire. Certainly, we constantly see cases of long 
continued illness, as in typhoid fever, where from 
sheer weakness the patient lies for many days, even 
weeks, in dorsal decubitus and yet how quickly all 
the pains and aches of the body disappear as con- 
valescence proceeds! If the decubitus could strain 
the ligaments of the sacro-iliac joints, then its long 
continuance in these cases, when the resistance of 
every tissue is so seriously lowered, should con- 


ae of the Bones and Joints, Goldthwait, Painter and Osgood, 
Meisenbach, Surgery, Gynecology and Obstetrics, May, 1911. 

A case is cited a4 Goldthwait of dislocation backward, of fifteen 
years’ duration, readily reduced and held in place first by adhesive 
plaster and later by a pelvic belt. 
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stantly lead to permanent relaxation and a large 
percentage of such patients should suffer from 
bilateral luxation of the joint, more or less com- 
plete. Experience shows that this is not true. 

But, again, the advocates of this theory tell us 
that in lifting and straining or from fairly insig- 
nificant falls, a very frequent result is rupture of 
some of the sacro-iliac ligaments leading to sub- 
luxation of the corresponding joint. As a result 
of the slight displacement the sacral plexus is 
pressed upon and the most intractable neuralgias 
of the lower extremities follow. 

It is very hard to believe that any dislocation of 
this joint, so slight as to produce no serious ob- 
stacle to locomotion, could so irritate by pressure 
the sciatic nerve, when we remember how the 
sacral plexus lies upon the cushion of the pyri- 
formis as it passes over the edge of the sacrum, 
and recall the wide range of motion the sciatic 
nerve constantly undergoes in the normal move- 
ments of the legs. Especially is it hard to believe 
that a continued subluxation is the cause of a 
sciatica that is intermittent, as in so many of the 
published cases. 

Goldthwait tells us that the pubic bones may be 
absent, and says “there are many instances in 
which there is entire absence of this portion of the 
pelvic girdle without serious inconvenience,” and 
yet it must be apparent to all that if the pubic 
bones were absent the action of opposing muscles 
must lead to considerable strain of the synchon- 
droses, and, if it were ever possible, to subluxa- 
tions, and yet we are assured that these patients 
were “without serious inconvenience,” and so, by 
inference, without joint pains and without sciatic 
or other neuralgias. We must also recall the fact 
that in the relaxed sacro-iliac joints of pregnancy, 
which are often so movable as to be readily felt in 
motion (Hirst), if the patient be examined while 
walking, while joint-pain is the rule, sciatica is too 
rarely present to be even considered as a sequence. 

Finally, we are told the luxation most frequently 
encountered is a dislocation backward of the sac- 
rum upon the ilia. Let us briefly consider the 
anatomy of the joints in question. The sacrum, 
which forms the keystone of the joint, is a large 
triangular bone. It is not only wedge-shaped in 
its longitudinal measurement, but also antero-pos- 
teriorly it slopes backward from either side, being 
very much broader in front than behind, so that 
its articular surface lies entirely on the back, at the 
side of the bone. The joint is made up at either 
side by articulation with the ilia and it will be no- 


ticed that in the standing position, because of the 
conformation of the sacrum, the tendency is that 
the weight of the body from above would push it 
downward and forward and so dislocation forward 
would be the form of luxation one might expect. 
This tendency, however, is overcome by the inter- 
locking of the irregularities of the articular sur- 
faces of the joint and by the strong sacro-iliac liga- 
ments which bind the sacrum firmly between the 
ilia and tighten the joint when any pressure is 
made downward and forward. The sacro-sciatic 
ligaments are also strong guy-ropes effectually pre- 
venting any tilting forward of the upper portion 
of the sacrum, by holding firmly the lower segment 
of the bone. In addition, let us note that the inter- 
osseous ligament is very strong and thick pos- 
teriorly, so that if one wish to open the joint it is 
very much easier to do so from its front than 
from behind. Thus we see how effectual are the 
barriers which nature opposes to a dislocation for- 
ward. This form of dislocation it is claimed is 
rare, yet the construction of the joint would lead 
one to think it more possible than a backward luxa- 
tion. When we consider a backward luxation, 
which Goldthwait claim is frequent, with the joint 
laid bare before us, we are bound to see it is a 
physical impossibility without fracture of the ilia, 
or at least the most absolute and complete break- 
ing up of the joint, for the sacrum being broad in 
front and narrow behind and inserted as a wedge 
between the two iliac bones, any force acting from 
in front meets with the resistance of solid bone 
behind. 

In this brief paper no effort is made to show the 
strong reinforcement of the joints by the opposing 
muscles attached to the bones, for from a study 
of the structure of the joint itself the observations 
under discussion would seem at fault. 

In support of their contention, Goldthwait, Mei- 
senbach and Dunlop have published a series of 
cases, which I have studied carefully and which to 
me seem not only far from conclusive, but remind 
me in many respects of the vagaries of osteopathy. 
For instance, a case is reported by Goldthwait in 
which a dislocated sacrum of fifteen years duration 
was reduced under anesthesia and held in place 
thereafter by adhesive plaster strapping and later 
by a pelvic belt. Imagine the changes which would 
have occurred in a luxation of so many years 
standing, making it impossible for articular sur- 
faces to fit into each other, and imagine the even 
less likelihood of maintaining such a joint in posi- 
tion with its changed articular surfaces and its 
permanently relaxed ligaments, by the application 
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of adhesive plaster over the abundant soft parts 
of this region. Nor can one readily understand 
how the skin could bear, without sloughing, the 
pressure of a pad held by a spring with sufficient 
force to maintain in position a dislocation, back- 
ward, of the sacrum, as advised in the treatment 
of other cases. We will also be bound to question 
the relief given, since no record is made showing 
permanency of the result, and we note that the 
symptoms of sacro-iliac strain and subluxation are 
said to be intermittent. Some of the reported cases 
show symptoms which appeared and disappeared 
for many years: (30 years in one case). Now, 
since it would appear the only proof of the diag- 
nosis seems to be found in the relief from treat- 
ment, how are we to know the relief obtained is 
not merely the occurrence of an intermission? Nor 
can we fail to note that many of the cases pre- 
sented would appear to belong to that class of neu- 
rotics who always show fitful improvement from 
any form of treatment which appeals very strongly 
to their imagination. In Meisenbach’s cases his 
best results were obtained by prolonged rest in bed 
with support of the spinal column by jackets—the 
very best treatment for spinal sprain and other 
lesions presenting similar symptoms. 

Finally, we would have expected in the presenta- 
tion of such a subject in this day of exact observa- 
tion, a thorough investigation by the x-ray, which 
would establish the truth of the contention, but 
this is noticeably absent. Meisenbach says he 
knows of no case, save one, which he presents, in 
which satisfactory #-ray demonstration of a sub- 
luxation has been made. In this case, the history 
of the patient, the post-mortem findings and the 
appearance of the sacrum, shown after death, leave 
little doubt that the patient suffered from tuber- 
culous disease of the sacro-iliac joint, and we are 
perfectly familiar with. the ease with which the 
#-ray penetrates tuberculous bone. 

Goldthwait does not even speak of the #-ray in 
these cases, and Meisenbach says the obliquity of 
the joint makes it difficult to x-ray, and begs the 
question by saying that after all it is not necessary 
to the diagnosis. 


I have had made a number of pictures of the 
sacro-iliac joint which show perfectly the contour 
of the normal joint and prove beyond question the 
ease with which any departure from the normal 
would appear, did it exist. 


Now, having dwelt at such length on the views 
of certain orthopedists, it may be interesting to re- 
call the opinions of surgical authorities upon dislo- 


cations of the sacro-iliac joint. Published authority 
covering the past thirty years has been consulted, 
and no opinion is quoted except from a man of the 
largest experience. 

Johnson—“Surgical Diagnosis”—does not men- 
tion pelvic dislocation except as a complication of 
fracture of the pelvic bones. 


Scudder and Stimpson do not mention disloca- 
tion of the pelvic bones without fracture in their 
books on Fractures and Dislocations. 


Cotton—“Dislocations and Joint Fractures,” 
1900, writes: “Actual uncomplicated luxation 
rarely occurs in cases that survive the original in- 
jury.” 

Cheyne and Burghard, Dennis, Ashhurst, Moul- 
lin, Senn, Holmes, Park, Warren and Gould, 
Wyeth, Ochsner and Percy, all have published 
books, acknowledged as authoritative in this and 
other countries, which do not mention dislocation 
of the pelvic bones except as a complication of 
fracture. 

American Text-Book of Surgery declares: 
“Bones of the pelvis may be dislocated, but the 
lesion is commonly associated with fracture.” 

Gross, whose experience was very vast, admits 
the possibility of dislocation of the sacro-iliac joint 
as a result of great violence or compression of the 
bones between two hard and resistant bodies, and 
writes: “There must always be more or less con- 
tusion of the soft parts, both external and internal, 
extensive ecchymosis, concussion of the spinal 
cord, injury of the sacral nerves and fracture of 
some of the pelvic bones, thus seriously, if not 
fatally, complicating the case.” ~ 


Fowler, “Treatise on Surgery,’ writes: “Uni- 
lateral dislocation of the sacro-iliac joint without 
simultaneous dislocation of the symphysis pubic or 
fracture is of rare occurrence, though Salleron 
claims to have observed a case. . . . In pro- 
nounced cases complete restitution is hardly pos- 
sible, as a rule, and owing to the rupture of the 
strong ligaments there, retention is still more diffi- 
cult. The treatment usually resolves itself into 
maintaining a recumbent posture, avoiding pres- 
sure sores and using the catheter.” 

Von Bergman, “System of Surgery,” writes: 
“Dislocation of the pelvis almost always 
associated with fracture.” 

Da Costa, “Modern Surgery,” writes: “Pelvic 
dislocations always complicated with fracture. 
Dislocations of the sacro-iliac joint . . . move- 
ment on the part of the patient difficult or im- 
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possible; there is violent pain and often paralysis 
from pressure on the nerves.” 

Keen, “System of Surgery,” declares that: “A 
diastasis or dislocation at one of the symphyses is 
extremely rare and it is impossible to recognize 
during life.” 

And so, recognized authority does not sustain 


- the idea of simple luxation of the sacro-iliac joint 


or that it slips and slides about on slight provoca- 
tion. ‘That this joint may be strained, is no doubt 
true, but that every backache is to be attributed to 
such a cause, or that such a condition leads to in- 
tractable neuralgias and invalidism, still remains to 
be proven. A region so heavily covered by liga- 
ments and tendinous structure must necessarily be 
frequently affected by rheumatism, often the in- 
tractable gonorrheal type; the pain in the hip and 
thigh must often be the result of flat foot, and 
Tubby* has shown that the symptoms attributed to 
injury of the sacro-iliac joint are frequently the 
result of asymetry of the legs and are readily re- 
lieved by compensating the shortness of one leg by 
a cork sole in the boot. 


In summing up our conclusions from this study 
of the sacro-iliac joint, it is evident that all the 
symptoms attributed to lesions of the joint are sub- 
jective in character, easily feigned by the malign- 
erer and difficult to disprove by the doctor. That 
sprains do occur here as in all other joints is no 
doubt true. But that such sprains are readily 
cured or concerning the occurrence of subluxations, 
we can only render to our orthopedic friends the 
Scotch verdict “not proven.” Pleasant though it 
would be to believe that all the backaches and leg 
aches of our patients may be traced to a single 
lesion, readily cured by a few adhesive straps and 
pelvic belts, we are forced still to study each case 
as a separate entity and try to determine which 
one of a number of causes must be removed to 
effect a cure. 


*“Deformities, Diseases of the Bones and Joints,” 1912. 
*Read before the Long Island Medical Society, March 5, 1912. 


TERMINAL HEMATURIA. 


So-called “terminal hematuria” is pathognom- 
onic, that the bleeding point is distal to the neck 
of the bladder. There are two occasional excep- 
tions to this: first, in the case of a very small vesi- 
cal stone on which the bladder contracts only at 
the end of micturition; second, where a prostatic 
concretion projects into the urethra—L. Casper 
in Deutsche Medizinische Wochenschrift. 


A PRACTICAL DISCUSSION OF SOME OF 
THE VIEWS CONCERNING HY- 
PERACIDITY, ULCER AND 
GASTRIC CANCER. 

R. M. Rankin, M.D., 

COVINGTON, KY. 


The principal objects of this paper are: (1) to 
discuss the part hyperacidity plays in organic 
affections of the stomach, including ulcer of the 
duodenum; (2) to inquire whether there be a pre- 
acid and pre-ulcer as well as the so-called pre- 
cancer stage; (3) to try to determine whether it 
is possible to prevent the condition which leads to 
gastric ulcer and its consequences; (4) to present 
in abstract the varied and essentially different 
opinions of modern authors upon the etiology of 
hyperacidity and ulcer, likewise the time of oc- 
currence of pain in ulcer; (5) to mention the con- 
clusions of some surgeons which are irreconcilable 
with the logic of cause and effect. 

Let it be understood at the outset that the term 
hyperacidity as herein used is intended to be sy- 
nonymous with hyperchlorhydria, or an excess of 
hydrochloric acid. The hydrochloric acid of the 
gastric juice is furnished by the parietal, adelo- 
morphous, or oxyntic cells, which are principally 
found in the glands of the middle region of the 
stomach. Unfortunately, however, all the expla- 
nations thus far suggested as to the mechanism 
of its production are purely hypothetical, and we 
may therefore only conjecture that there is some 
specific action of the cells which cannot be eluci- 
dated by simple physical or chemical laws. No 
chemical formula has yet been found to represent 
this specific action, and whether the secretion is 
caused to be exuded by chemical, mechanical, ther- 
mic or nervous influence, is also undetermined. 

As to the foodstuffs which excite the secretion 
of hydrochloric acid, the majority of authors and 
experts believe that meat, meat juices, meat ex- 
tracts, salt, sharp condiments, coffee, tea, spices, 
etc., are the articles principally concerned. Prob- 
ably of equal importance in the pathogenesis are 
pernicious habits, such as rapid eating, over-eating, 
the excessive use of tobacco, alcohol, etc. Lack of 
exercise, disturbance of mental tranquility and 
other minor influences may be considered as 
auxiliary causative factors. 

The following are excerpts of what various 
authors have to say on the subject of the etiology 
of hyperacidity and ulcer, and also of the time of 
occurrence of pain in ulcer. 

HYPERACIDITY. 
H. Straus, Modern Clinical Medicine, 1909: 
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Food rich in spices; much alcohol; heat, as in hot 
victuals; cold; toxic—tobacco; chronic constipa- 
tion ; congenital predisposition. 

H. Leo, Modern Clinical Medicine, 1909: An- 
emia; chlorosis; psychic irritation. He also says 
that “we must admit that absolutely certain cases 
of purely functional hyperacidity are by no means 
frequent.” 

Franz Riegel, Stockton’s translation, 1903: Fre- 
quently functional; undecided as to local influence; 
young people; no difference in men and women, if 
any difference more in women; chlorosis; oftener 
in better classes; mental labor; neurasthenia; 
psychic influences; irritation long kept up; over- 
eating; much cold water or alcohol; sharp condi- 
ments; lack of mastication. Undecided whether 
hyperacidity causes ulcer or vice versa. Frequent 
tasting of hot victuals, as in cooks; coffee; exces- 
sive smoking ; cholelithiasis ; nephrolithiasis: 

Boardman Reed, 1909: Neuropathic conditions ; 
brain workers; sexual erethism; highly seasoned 
food and stimulating drinks; movable kidney—re- 
flexly ; gastroptosis; gall stones; endometritis ; eye- 
strain. 

Einhorn, 1906: Chiefly adults; majority of cases 
psychological; mental workers; highly spiced 
foods; alcoholic drinks. 

Paul Conheim, 1909: Hyperacidity is merely a 
symptom of various affections, and prominently as- 
sociated with disorders of the stomach. Varieties: 
(a) in acid gastritis, (b) ulcer and stenosis of the 
pylorus, (c) in neurasthenia, (d) in chlorosis. 

Osler, 1901: Young and chlorotic individuals ; 
neurotic. 

Hemmeter, 1900: Fundamental cause still un- 
known; nervous and excitable people; more in 
men; educated and learned; diet, meats and pro- 
teids in general; cholelithiasis; nephrolithiasis. 
Ulcer may be the cause or effect. 


ULCER, ETIOLOGY. 


Ewald, 1909: Mechanical; thermal; chemical. 
Pathological disproportion between the composition 
of the gastric juice and the nutrition of the gastric 
mucous membrane; the changed nutrition may be 
the consequence of altered composition of the 
blood; may be the result of too much acid or vice 
versa; may be direct result of vascular lesions, but 
this does not hold good in youthful persons; 
trauma from whatever cause; may be bacterial 
thrombus; possibly contraction of muscles of 
mucous membrane. In Ireland, where meat is 
eaten only on Sunday, ulcers are numerous. 


Paul Conheim, 1909: The two great etiological 


factors are: (1) disturbance of circulation, (a) 
chlorosis, (b) beginning of menstruation, (c) 
menopause; (2) mechanical influences. Syphilis 
and acid gastritis are two important factors in men. 
Agrees with Rosenheim in believing that hyperacid- 
ity does not cause ulcer. Predisposing causes: 
more in females; smoking and drinking to excess; 
occupations that require pressure against the epi- 
gastrium ; sitting in bent position; corsets and tight 
bands around the waist; frequently the result of 
pylorospasms which cause stasis of food and con- 
sequent irritation of glands; must be weakened 
mucous membrane. 

Franz Riegel, 1903: More in women; most fre- 
quent age, twenty to thirty or forty; ulcers caused 
mechanically by hot eating, as in cooks, metal 
workers, etc., are not typical round ulcers. Trau- 
mata, as blows externally; long continued pres- 
sure, lacing, etc., with presence of other factors; 
gastroptosis; enteroptosis; chlorosis and anemia. 
I am of the opinion that the relationship between 
the ulcerative process and hyperacidity is such that 
hyperacidity is the primary event; from a clinical 
point of view there is no doubt that a hemorrhagic 
infiltration of the mucosa is the primary event. 

Einhorn, 1906: The probability is that gastric 
ulcer is not always produced by one and the same 
factor, but the various theories may apply more or 
less in different instances; instead of the older 
theory that diminished alkalinity of the blood is 
the cause of the ulcer, the newer one has been gen- 
erally accepted, ie., that the hyperacid gastric 
juice is the most important etiological factor in the 
production of ulcer. 

William Mayo, 1908: The terminal three-quar- 
ters of an inch of the pyloric end of the stomach, 
the so-called canal of Jonnesco, does not take part 
in the grinding function of the antrum; it is, there- 
fore, less exposed to the acid gastric content and to 
mechanical injury, so here ulcer is uncommon; 
duodenal ulcer more frequent in men; stomach 
ulcer about equally divided between men and 
women ; duodenal ulcers lie well above the common 
duct with its alkaline secretions; the digestive 
processes are the result of chemical stimulation 
rather than nerve force; hydrochloric acid is the 
first and most important factor in that form of per- 
verted function which results in ulcer; the second 
factor is the traumatism inflicted in the grinding 
pylorus ; the third factor, for want of a better term, 
is called anemia, which means that nutrition fails; 
protection to the mucous membrane, which prevents 
self-destruction, lies within the secretion itself, and 
is associated with the blood supply. 
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PAIN IN GASTRIC ULCER. 

Ewald, 1909: The nerves exposed in the ul- 
cerated surface are irritated by the ingesta, and 
thus the pain is produced. Muscular contractions, 
which arise in consequence of the irritation, may 
also cause painful sensations. Pain is the most 
intense when the raw ulcerated surface is exposed 
to great mechanical irritation; because food directly 
irritates, and by its weight distends the gastric wall, 
that is, causes contraction and spasms, especially 
if the ulcer be at the pylorus. 

Riegel, 1903: Simple ulcer produces pain only 
when the organ is irritated, and the most common 
irritant is food; if pain is continuous this indicates 
some complication and does not speak for ulcer; 
pain when caused by acid occurs from one-half to 
one hour, or even later, after eating. (Stockton 
says that pain of ulcer occurs earlier than when it 
is due to hyperacidity.) 

Einhorn, 1906: In the majority of cases pain 
comes on from two to ten minutes after eating, and 
remains during digestion, at the close of which it 
gradually subsides and disappears; there are ex- 
ceptions to this, and we find typical gastric ulcers 
where the pain appears half an hour or an hour or 
two or three after meals. 

Paul Conheim, 1909: Pain scarcely ever occurs 
immediately after eating, but from two to four 
hours after; epigastralgia occurring at a definite 
time after eating is the most characteristic symp- 
tom of ulcer; in ulcer of the pylorus pain does not 
occur as a rule for some time after eating—two to 
four hours; such attacks cease after the acid con- 
tents are vomited ; periodicity of an epigastralgia is 
also characteristic of ulcer. 

Osler, 1901: Pain may occur at variable periods, 
in fifteen or twenty minutes, or as late as two 
hours. 

Hemmeter, 1900: Pain usually occurs a half 
hour after -ingestion of food; should it not occur 
until an hour or an hour and a half to two hours 
after meals, this would justify suspicion of ulcer 
of the pylorus; pain is due to irritation of sensory 
nerves of the base of the ulcer, and is most intense 


after ingestion of food and increases with the aug- - 


mentation of acid; probably also increased during 
the digestive act by peristaltic movements drawing 
and compressing the ulcer. 

Christopher Graham, 1908: Pain in gastric 
ulcer is the most constant symptom and perhaps 
the most characteristic in its manifestations; not 
the kind of pain, not the location of the pain, but 
the time of the pain is the distinguishing feature, 
usually from two to five hours; after the patient 


has been long a surgical case food eases but little; 
when perforations, adhesions, obstructions, are far 
advanced, food gives no ease and distress follows 
ingestion; pain comes daily, comes two or three 
times daily, during the period of attack; is relieved 
by taking food, drink, alkalies, vomiting and irri- 
gation; until complications have advanced the pain 
and other symptoms seem chiefly due to increased 
acidity and spasms. 


It is interesting to note that only the internists 
attempt to give the etiology of hyperacidity, and 
they disagree concerning the different factors with 
the exception of one, viz., that irritating foods and 
drinks cause its excessive secretion. 


It will also Le observed that nc author prior to 
1900 has been quoted. About that time surgeons. 
began to include the stomach, duodenum, gall- 
bladder and other important parts of the foregut in 
their legitimate field of work and operation. As a 
result of their labors in this field they, as well as 
the internists, have been led out of a wilderness, 
and a new, different and more definite symptoma- 
tology arising from lesions of these organs has 
been developed and proved. 


Formerly it was believed that the pain of chronic, 
indurated ulcer of the stomach occurs immediately 
after the ingestion of food, and that it was due to 
mechanical irritation by the undigested food. 
Surgery has proved that the pain does not occur 
immediately, but one or more hours after the in- 
gestion of food, and that hyperacid gastric juice im 
all probability irritates the nerves exposed in the 
ulcer and causes the pain. Surgery has also proved 
that oftentimes the gall-bladder or the appendix 
is the site of the lesion, and the stomach the place 
of manifestation of the symptoms complained: of 
by many patients. 

The vast majority of gastric cancers have been 
proved within the last ten years to have “developed 
on an ulcer base,” the ulcer in these cases being 
denominated the “pre-cancer stage.” Surgery has 
taught us, too, that the later the ulcer symptoms. 
occur after the ingestion of food, the greater the 
probability of the ulcer being duodenal. 

To completely satisfy the profession that surgery 
has found a means of permanent cure for ulcers 
of the stomach and duodenum, the results noted in 
one decade are not sufficient or entirely convincing. 
So striking and advanced has been the knowledge 
gained by means no less striking, that the profes- 
sion generally, it seems, has had its attention riveted 
upon ulcer and cancer—logically ‘the effects, and 
diverted from hyperacidity—admittedly the cause 
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or at least the most potent factor in the develop- 
ment of the ulcer and indirectly of the cancer. 
Hyperacidity, ulcer, cancer, is the order of etiologi- 
cal relationship of the trio. And by reason of this 
order, if for no other, hyperacidity is the greatest 
and most important of the three. It is most im- 
portant because it is the strongest and most potent 
port to be attacked in the battle against ulcer and 
cancer of the stomach and duodenum. 

Surgery it would seem is waging its war against 
ulcer and cancer, and riveting the attention not only 
of the profession, but the laity as well on these two 
effects, to the almost complete exclusion of the 
cause—hyperacidity. Moynihan, in his book of 340 
pages on duodenal ulcer, dated April, 1910, says 
that “hyperacidity is duodenal ulcer,” and that 
“hyperacidity isa medical term for a surgical con- 
dition,” but fails to even mention its etiology! 
“Ulcer is the pre-cancer stage,’ and “acid is the 
most potent factor in the development of ulcer,” 
are phrases coined and used as daily texts at 
Rochester, Minnesota, and not yet has any litera- 
ture concerning the etiology of hyperacidity (which 
might be called the pre-ulcer stage) emanated from 
that source. 

Surgeons generally do not discuss hyperacidity 
further than to give it first place among the causa- 
tive factors of ulcer. Internists deserve censure 
for allowing their attention to be diverted from 
hyperacidity, its pathogenesis and its prophylaxis. 

It might be pertinent here to inquire what is the 
pre-acid stage? Wherefore this abnormal amount 
of acid? Does it come by chance, or is there some 
time, somewhere, a beginning—hyperacidity in its 
incipiency, if you will—gradually growing in in- 
tensity and chronicity as the offending irritant is 
repeatedly applied to the mucous membrane of the 
stomach, the process not differing in any essential 
respect from that which would happen to the 
mucous membrane of the eye, nose, throat, rectum 
or vagina? 

The evidence of the authors (and these authors 
are fairly representative) quoted in the foregoing 
tabulation tends to show that irritating foods and 
drinks are the first step in the stairway leading to 
ulcer and cancer of the stomach. But, what if it 
be denied that irritating foods and drinks are the 
chief factors in the cause of excessive secretion 
of acid, and that those denying it assert that there 
is no known cause or causes? Then, to do the 
greatest amount of good to the greatest number 
01 sufferers from one or more of this chain of 
troubles, it behooves both surgeons and physicians 
to institute a more diligent search for the fons et 


origo mali. On the other hand, if irritating foods, 
irritating drinks, etc., be the cause, why are hy- 
peracidity, ulcer and cancer so prevalent, and why 
do not the internists treat the patient in the pre- 
acid or pre-ulcer stage, and by withdrawing the 
irritant from the diet effect a cure and thus obviate 
the necessity of surgery? 

In July, 1909, Mr. T. G., aet. twenty years, oc- 
cupation bookkeeper, gave the history of having 
had distress or discomfort occurring regularly one 
or two hours after eating for the preceding six 
months. The distress was mild in the beginning, 
but increased with each attack. It developed that 
he had been eating much meat, especially smoked 
meat and sausage, with sharp condiments. He 
was indulging in the excessive use of tobacco, and 
had not been getting the necessary amount of sleep. 
Analysis of the stomach contents revealed nothing 
of interest except the maximum limit of normal 
acidity. The urine was normal, and_ physical 
examination was negative. It was hoped that at 
least in this case there was not an ulcer nor an 
established hyperacidity, i.e., that there existed the 
condition denominated herein as “excessive acidity 
in its incipiency,” or the “pre-acid stage.” It was 
believed his diet and habits constituted the princi- 
pal cause of his condition, which was proved by the 
fact that correction of these relieved him of the 
discomfort, and to date it has not returned. 


The management of this case will in a measure 
serve to answer the inquiry preceding its narra- 
tion. In the first place a thorough anamnesis was 
made and the facts ascertained that he had eaten 
particular articles of food; that he used tobacco to 
excess, and he had failed to get the necessary 
amount of sleep; that the distress or discomfort 
(usually called pain) occurred regularly at a cer- 
tain time after meals; that the trouble was of short 
duration, mild in the beginning and growing grad- 
ually worse. That his lungs, heart, kidneys and 
other organs were normal, was not left to the 
patient to be unintelligently and only partially told, 
but was elicited and developed after a systematic, 
careful, thorough, painstaking examination. No 
doubt if such an effort were made in every instance, 
and the patient emphatically taught that only by 
early diagnosis and prompt treatment is it possible 
to effect a cure, and thus prevent the sequences— 
hyperacidity, ulcer and cancer—instead of being 
satisfied to procrastinate and eventually apply to 
the empiric, the qualified practitioner who only is 
worthy of his hire would observe the patient in 
time to prevent the subsequent need of surgery. 

But what if the qualified internist, whether he be 
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a general practitioner or specialist, fail to check its 
progress, and the condition ultimately becomes one 
of ulcer of the duodenum or pylorus, either with 
or without complications? Here the patient applies 
to an up-to-date surgeon, and what happens? The 
surgeon makes a diagnosis by no means or knowl- 
edge not possessed by the internist, and his treat- 
ment, though surgical, is yet a therapeutic measure. 
Whether the pylorus, duodenum, or both, be par- 
tially or wholly obstructed, a posterior gastro- 
jejunostomy is usually recommended and _per- 
formed. This operation is supposed to sidetrack 
the chyme and permit it to continue in the main 
course beyond. It is claimed this sidetracking 
permanently cures from sixty to ninety per cent. of 
the cases, with a mortality of one per cent. in un- 
complicated to about five per cent. in the compli- 
cated cases. It has been proved by Kelling, Canon, 
Blake and others that without obstruction to or in- 
terference with the passage through the natural 
channel, the chyme, with few exceptions, refuses to 
take the artificial and continues to travel the natural 
route. The surgeons do not deny this fact, yet 
continue to claim cures by the operation. They 
have the evidence to substantiate their claim, and 
the profession grants the verdict! As to how the 
operation brings about a cure remains to be satis- 
factorily explained. 


Early in the history of these operations, the cure 
was attributed to rest secured by removal of pass- 
ing irritants in the uncomplicated cases, and by 
relief of stasis in others. Since proof has been 
offered and accepted to refute the sidetracking 
theory, other explanations such as the shuttle- 
cocking of the alkaline duodenal contents which 
reduces acidity, the relief of pylorospasms, etc., 
have been suggested. Participants in symposia on 
gastro-enterostomy coincide in the prediction that 
surgery has not yet solved the problem of what is 
the best treatment in uncomplicated chronic indu- 
rated ulcer. Let us hope that in prophylaxis— 
looking to ulcer as the battlefield against cancer, 
to hyperacidity as the battlefield against ulcer, and 
to diet, hygiene, temperate habits, etc., as the bat- 
tlefield against hyperacidity—the internist may ac- 
complish the greatest measure of relief. 


In conclusion, I wish to add a few excerpts from 
the works of modern authors with especial refer- 
ence to the feature of differential diagnosis. 


VALUE OF TEST-MEAL IN GASTRIC DIAGNOSIS. 
Christopher Graham, 1909: (1) As a rule high 
HCI content: found in the early history of ulcer; (2) 
in. three-fourths of the cases that came to operation, 


high acid counts do not show, age and chronicity 
tending to lower them. 

SYMPTOMS IN GASTRIC AND DUODENAL ULCER, 

Ibid., 1908: 
except in difference in degree of symptoms; (2) at 
first most cases are medical and surgeons do not 
lay hands on them; (3) food gives ease longer in 
duodenal ulcer; (4) until complications—obstruc- 
tions, adhesions, perforations—occur, the pain and 
other symptoms seem chiefly due to increased 
acidity and spasm. 


DIAGNOSIS OF GASTRIC ULCER WITH DIFFERENTIAL 
DIAGNOSIS. 

Ibid., 1909: If we would conquer in this dread- 
ful field of battle against cancer, we must enter the 
field of ulcer, and attempt to cure the cancer in 
that stage, when it is not cancer, but ulcer. 

William Mayo, 1908: (1) Digestive processes 
are the result of chemical stimulation rather than 
nerve force; (2) some time in the history of ulcer 
there is HCl in excess. 

Ibid., 1909: (1) Distress is occasioned by the 
excessively acid gastric juice passing over the sensi- 
tive ulcerated surface; (2) when interference with 
the progress of food exists, the symptoms change. 

Ibid., 1908: (1) Pathologically the acid stomach 
juices, either because of perverted secretion or 
through lack of local resistance, or both, become 
the most important factor in the development of 
ulcer, and largely confine their ravages to these two 
embryologically associated structures, the duode- 
num and pyloric end of the stomach; (2) patients 
come to the surgeon to get relief from suffering, 
under-feeding and disability; the operation is done 
as a matter of expediency with a view to restoring 
to the patient his full working capacity. 

The stomach is not able to empty itself by gravity, 
but food is propelled toward the pylorus by mus- 
cles, and unless there is some obstruction the food 
goes on notwithstanding drainage by operation. 


OmENTAL Tumors AND DisEAsES—A REQUEST. 
I am preparing a monograph on tumors and dis- 
eases of the omentum, and wish either to purchase 
or secure gross specimens, microphotographs, 
drawings or sections of this structure. Credit will 
be given to the physician from whom they are se- 
cured. A competent pathologist, in the laboratory 
attached to my office, will work up the gross speci- 
mens, make a laboratory report, and return rem- 
nants of specimens, if so desired. 
Crouse, M.D., 
El Paso, Tex. 


(1) Duodenal and gastric alike, © 
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TUBERCULOSIS OF THE KIDNEY. 

Tuberculosis confined to a single kidney is 
usually a curable disease—by nephrectomy. Un- 
fortunately often, when treatment is undertaken 
‘the affection has already involved other parts of 
the uro-genital system, either before the patient 
has submitted himself to a physician or because 
the early stage symptoms have not been properly 
interpreted. 

In Rovsing’s recent report (Annals of Surgery, 
October, 1912) he states that of his 200 cases “40 
were absolutely too far gone for operation.” As 
he says, in many cases cystitis symptoms, due to 
bladder involvement, are the first that carry the 
patient to his physician. “Therefore, the latter is 
blameless. But in many cases, about 60 per cent. 
in my statistics, pains in the region of the kidneys, 
emaciation, weariness, turbidity of the urine, have, 
long before the bladder symptoms set in, caused 
the patient to consult a physician, who has then 
made a wrong diagnosis. The wrong diagnosis is 
most frequently nephritis.” 

Rovsing also makes the important statement that 
the absence of albuminuria does not exclude renal 
tuberculosis. In some cases, he says, the albumi- 
‘nuria is intermittent and in others “it seems to be 
invariably absent.” He reports several illustrative 


cases. One of these was a man who had been 
treated for nine months in a medical ward for 
nephritis and was then discharged cured because 
his albuminuria had ceased. A day or two after- 
ward he came under Rovsing’s care, still albumin 
free, “with an enormous tumor on the right 
side of the abdomen, which proved at the ensuing 
operation to be the right kidney, which was com- 


-pletely destroyed by infiltrating tuberculosis.” 


We have learned to regard “‘bacteria-free’’ pus 
in the urine as probably due to tuberculosis, which 
is often a very helpful diagnostic point in early 
cases. We must go further than that in establish- 
ing a prompt diagnosis. Patients with pains in the 
loins, hematuria or turbid urine, or loss of flesh 
should—unless other diagnosis is clearly estab- 
lished—be submitted to ureter catheterization for 
careful, if need be, repeated, examination for 
tubercle bacilli. 

We have often urged the open-air treatment of 
certain types of surgical tuberculosis, those involv- 
ing, especially, the bones and glands. The treat- 
ment has also been advocated, here and there, for 
uro-genital tuberculosis, but there has been no 
sufficient evidence that it has been curative. 

Rovsing says, “there exists no convincing case 
of tuberculous kidney cured by conservative treat- 
ment. We can save 75 per cent of all 
operated patients by nephrectomy. . . . In 
spending the time upon conservative treatment one 
runs the risk of spreading the tuberculosis to the 
bladder and to the other kidney. . . .” 

Cumulating experience indicates that an accessi- 
ble, localized tuberculosis of the uro-genital tract, 
as well as elsewhere, should be excised. But that 
is not enough. He who has been the host of the 
tubercle bacillus in any part of his body, however 
localized, is not cured by the simple extirpation of 
the lesion, however completely. Hygienic after- 
treatment is an essential to that cure.—W. M. B. 


THE INTERPRETATION 
GRAPHS. 

Cystoscopy has become so important a procedure 
in the diagnosis of diseases of the urinary tract 
that many surgeons have experted themselves in its 
employment and are quite able to make their de- 
ductions from it, without the aid of specialists in 
the art. Radiography is employed much more 
often and in a much wider range of affections than 
is cystoscopy, yet how few surgeons have taken 
the trouble to expert themselves in the interpreta- 
tion of x-ray pictures! 

To be sure, all surgeons see so many radio- 


OF RADIO- 


: 
f 
i 
} 
i 
q 
j 


vor, XXVI, No, 11. 


EDITORIALS AND SURGICAL SUGGESTIONS. 


409 


AMERICAN 
JournaL oF SuRGERY. 


graphs that they are quite able to diagnose from 
them the coarser lesions of the bones and of the 
thorax. Most of them are quite able to recognize 
the shadow of a calculus and many are shrewd 
enough to distinguish from it the shadow of a 
phlebolith in the pelvis. But in the more delicate 
interpretation of the x-ray shadings they ail too 
often rely on the dicta of radiographists—many of 
whom are men of limited scope, and few of whom 
are balancing their work with daily bedside experi- 
ence. 

To cite a concrete example: A patient is suf- 
fering with a pathological fracture of one of the 
long bones and physical signs fail to show just what 
the underlying lesion is. It may be, for example, 
a gumma, a sarcoma or a carcinoma. The skia- 
graphs of these three bone diseases may look so 
much alike that a radiographist not very alert and 
experienced is apt to make the wrong diagnosis, 
and on his report a patient may be submitted to a 
mutilating operation for sarcoma who should have 
been treated by salvarsan and mercury, or managed 
conservatively because his carcinoma is metastatic. 
But bone sarcoma, cancer, gumma, however much 
they may look alike radiographically, can be dis- 
tinguished radiographically by expert interpretation 
of the smaller details of the picture. Each of these 
lesions has certain characteristic and distinguishing 
features. 

_We often hear men say, “Oh, the x-ray is so 
misleading,’ and they are, in truth, often misled, 
not by the +-ray, but by the faulty interpretation of 
its unerring traceries. No surgeon has provided 
himself with his full diagnostic equipment until he 
learns expertly to interpret these traceries.— 
W. M. B. 


DR. IRA S. WILE. 

Those of our readers—and we think they must 
be all of them—who have derived instruction and 
inspiration from Dr. Ira Wile’s able editorials in 
our Department of Surgical Sociology, will be in- 
terested to learn that his many accomplishments in 
the fields of medical sociology, hygiene and child 
education, have been recognized in his recent ap- 
pointment by Mayor Gaynor as a Commissioner of 
Education. 

A medical man of Dr. Wile’s broad training and 
interests, and familiarity with educational and 
social movements, will be of great help in the solu- 
tion of many of the problems presenting in the vast 
educational system of a great cosmopolitan city. 
' In turn, Dr. Wile’s usefulness and serviceability in 
the sociologic aspects of medicine will be augmented 


by his experiences in his new activity—and we may 
expect to see this reflected in his editorial depart- 
ment in the AMERICAN JOURNAL OF SURGERY.— 
W. M. B. 


Surgical Suggestions 


A five per cent. solution of phenol in glycerine 
dropped warm into the ear will relieve the pain in 
non-suppurating acute otitis media. 


Severe neuralgic pain over the bridge of. the 
nose indicates pressure on the anterior ethmoidal 
nerve, probably due to a high deviation of the 
nasal septum. 


To render a packing introduced for epistaxis. 
easily removable insert a rubber finger cot into the 
nose, hold it open with clamps and pack the gauze 
into this. 


Many a distressing frontal headache may be re- 
lieved by reducing the hypertrophy of a middle 
turbinate, preferably by streaking with trichlora- 
cetic acid. 


When a large amount of pus can be aspirated 
from the ear the suppurative process has extended 
beyond the tympanum and mastoid operation is 
indicated. 


Don’t urge the radical operation for frontak 
sinusitis unless the symptoms are severe or con- 
servative efforts have failed; the operation is dis- 
figuring and the results are not always satisfac- 


tory. 


Infections of the upper lip demand prompt and 
thorough treatment to avoid cerebral infections. 
Thrombosis of the naso-labial branch of the facial 
vein should be watched for. It appears as a red- 
dened cord which can be felt in the groove be- 
tween the cheek and nose. Serious complications 
may be averted by excision of the thrombosed vein. 


When removing a dermoid cyst at the root of 
the nose don’t forget that it may lead through the 
bone sutures to the meninges. Especially if the 


cyst or sinus is infected it is not wise to dissect 
it out too deeply unless persistent discharge after 
removal of the presenting portion cannot be cured 
by cauterization, etc. 


E 
i 


AMERICAN 
Journat oF Surcery. 


SurRGICAL SOcIoLocy. 


NovEeMBER, 1912. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


The Fifteenth International Congress of Hygiene 
and Demography has passed into history. From 
the moment Dr. Wolcott called to order the distin- 
guished delegates from 33 nations until the last 
official good-by had been said Washington was the 
center of hygienic activity. 

It is interesting to note that America had abund- 
ant opportunity to evidence its hygienic,and statis- 
tical accomplishments. Of the 620 papers scheduled 
on the official program 170, or 38 per cent., were 
accredited to non-Americans. In the 450 papers 
by Americans there was excellent opportunity for 
the presentation of the studies, researches, observa- 
tions and results of the hygienic experimentalists 
and demographers in this country. While per- 
chance this congress did not present as startling 
immediate results as some of the previous con- 
gresses, the meeting recently held attests the fact 
that American hygiene is not stagnant. 

The principal facts that were presented as new 
discoveries which are to lead to the further pro- 
tection of the race were reported by American 
observers, 

The single keynote of the congress would be the 
word “education.” From all sections there was a 
general demand for increased educational activity, 
medical, social and statistical, to develop national 
hygiene so that it might be of greater social value 
to the community. 

The far-reaching results of this congress upon 
the United States will be demonstrated by the stim- 
ulation of a wider interest in hygiene, by increased 
educational opportunities, and by a widespread con- 
servative legislation that will crystallize into action 
the hygienic precepts that were accepted by the 
Fifteenth International Congress. 

The function of a general congress was manifest 
insofar as it concentrated the available information 
upon present hygienic activities and tendencies. 
There was in addition to this, however, an effort 
to standardize statistically our present knowledge 
after a thorough discussion of the information im- 
parted by scientists of all nationalities. 

The program was so overcrowded that it was 
difficult for any individual to attend more than one- 
ninth of the available scientific sessions. It seems 
manifestly unfair to crowd programs with titles 
by persons who apparently have no intention of 
presenting themselves or their papers at the confer- 
ence. At the same time, under the stress and strain 
of numerous papers in three languages, an occa- 
sional sin of omission may be cheerfully forgiven. 

The most striking criticism was the inadequate 
social arrangements which led to needless discom- 
fort, disgust, disappointment and confusion. Gov- 
ernmental courtesy was scant and the foreign dele- 


gates were not alone in noting the lack of cordiality 


which should have enabled them to see all that the 
center of government had to offer on the esthetic 
and social side. Fortunately, President Taft held a 
reception for the delegates. It was impossible, how- 
ever, to visit Mount Vernon, Arlington and the 
numerous national buildings without omitting some 
valuable session. The importance of a congress, 
however, is not dependent upon its play side, but 
must rest eventually upon the nature of the work 
reported, and the scientific contributions to the 
knowledge of our time. 

At this late date it is unnecessary to make a re- 
port in toto of the activities of the nine sections; 
but in contemplating the results of the meeting it is 
essential to grasp and dwell upon the particular 
messages, which are to be of future value to hu- 
manity. Education and research, research and 
education, represent the two messages of this con- 
gress. There must result a great stimulus to 
America to delve deeper into the domains of hy- 
giene—physical, economic and social. 

With all the agencies at work to secure the re- 
duction in the accident rate, it is startling for the 
moment to learn from the Quarterly Bulletin re- 
cently issued by the Department of Labor, that 
19,567 accidents occurred within the State of New 
York during three months. Of this number over 
13,000 took place in factories and over 5,600 oc- 
curred in building and engineering work. While 
these figures appear large, they_are probably below 
the actual number that occurred. 

The large number of accidents reported as oc- 
curring in factories emphasizes the need of in- 
creased facilities for factory inspections. There 
must be an adequate number of inspectors to visit 
factories, cali attention to the errors in factory or- 
ganization, point out the lack of protection of em- 
ployes, and see to it that the safety laws of the State 
are enforced. Some factories are inspected fre- 
quently, but the majority are not visited as often as 
is necessary. The State, therefore, does little in- 
spection work that is designed to prevent accidents. 
It is poor form to cast the blame upon an over- 
worked department for its sins of omission. The 
remedy is to have not more laws, but more 
inspectors. 


FEEDING IN Post-OPERATIVE ACIDOSIS. 
Acting on the assumption that post-anesthetic 
vomiting called for an interdiction of food, we 
heightened the degree of this acid intoxication by 
further starvation. Or if we did give food, it was 
of such a nature that it was poorly calculated to 


combat the development of acid intoxication. We 
gave beef tea or malted milk when we should have 
used carbohydrates, such as baked potatoes, corn- 
starch pudding or mush. I have often seen post- 
operative vomiting which had resisted all palliative 
measures cease immediately after the giving of 
these substantial starches—S. T. Popr, in the J. 
A. M. A, Sat 
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Book Reviews 


Surgical After-Treatment. A Manual of the Conduct 
of Surgical Convalescence. By L. R. G. Crannon, 
A.M., M.D., Assistant in Surgery at Harvard Medical 
School; Assistant Visiting Surgeon to the Boston City 
Hospital, etc., and ExRENFRIED, A.B., M.D., 
Assistant in Anatomy at Harvard Medical School; 
Surgeon to Mt. Sinai Hospital, Boston, etc. Second 
Edition, thoroughly revised. Large octavo; 831 pages; 
265 original illustrations. Philadelphia and London: 
W. B. Saunners Co., 1912. Cloth, $6.00 net. 

The first edition of Crandon’s excellent “Surgical After- 
Treatment,” published in 1910 and reprinted in 1911, met 
well-deserved success. In this edition Dr. Ehrenfried, who 
contributed much to the preparation of the first, appears as 
co-author. It is a pleasure to record the sincercity and 
thoroughness with which he and Crandon have revised their 
work. It is, indeed, “up-to-date.” 

This work is a comprehensive and dignified treatise, based 
on the application of the most modern methods, richly in- 
formative, replete with clinical observations and practical 
instruction, illuminated with excellent half-tone illustra- 
tions and rounded out by a wealth of bibliographic refer- 
ences. 

We commend the book as a reliable guide no less than as 
a scientific reference work. 


Surgery of the Brain and Spinal Cord. Based on Per- 
sonal Experiences. By Fervor Krause, M.D., Geh. 
Medizinalrat, Dirigierender Arzt am Augusta Hospital 
zu Berlin. English Adaptation by Dr. Max THorek 
(Univ. of Chicago), Surgeon-in-Chief, American Hos- 
pital, Chicago, etc. Volume II. Quarto; pages 283- 
819; with numerous illustrations and colored plates. 
New York: Resman Company, 1912. 

We have reviewed in these columns the first volume of 
the English edition of Krause’s work, translated by Hau- 
bold, and dealing chiefly with the technic of cranial surgery. 
The second volume, much larger, continues the subject of 
brain surgery—epilepsy, neoplasms, cysts—and is filled 
with valuable case reports. 

Like Haubold, Thorek has followed closely the author’s 
text. The original illustrations are all reproduced. 


A Manual of Surgical Treatment. By Sir W. Watson 
Cueyne, Bart. C:B. D.Sc. LL:D., F.RCS. F.RS,, 
Hon, Surgeon in Ordinary to H. M. the King; Senior 
Surgeon to King’s College Hospital and F. F. Burce- 
HARD, M.S. (London), F.R.C.S.,, Surgeon to King’s 
College Hospital, and Senior Surgeon to the Children’s 
Hospital, Paddington Green, London. New (2d) 
edition. Entirely revised and largely rewritten with 
the assistance of T. P. Lecc, M.S. (London), F.R.CS., 
and ArtHuR Epmunps, M.S. (London), F.R.C.S. In 
five volumes, containing about 3,000 pages and illus- 
trated with about 900 engravings. Philadelphia and 
New York: Lea & Fesicer, 1912. Price, cloth, $6.00, 
net, per volume. 

The third of the five volumes that will comprise this re- 
vised edition has just appeared. It consists of 575 pages, 
with 271 illustrations, and is devoted to the treatment of 
surgical affections of the head (including the face and 
mouth), the spine and the joints. 


ae Diagnosis and Treatment. A Text-Book for 
neral Practitioners and Students. By W. J. S. 
BytTHett, B.A., Cantab., M.D., Vict., Hon. Physician 

to the Ancoats Hospital, Manchester (Electrothera- 
utic Department); Medical Officer to the X-ray 
artment of the Manchester Children’s Hospital, 

etc, and A. E. Barctay, M.D., Cantab., M.R.CS., 
L.R.C.P., Medical Officer to the Electrical and X-Ra 
Departments, Manchester Royal Infirmary, etc. Small 


octavo; 147 pages; 118 illustrations. London: Ox- 
ForD University Press, 1912. 

We commend this convenient and useful manual to the 
_— practitioner and surgeon, inexpert in radiography, 
or whom it is intended. The work is condensed, succinct, 
but sufficiently comprehensive for its purpose and is 
stripped of all technical detail. Except a short chapter 
on #-ray treatment and a brief appendix on #-ray ap- 
paratus and technic, the book is devoted to a consideration 
of these affections in which radiography is of service and 
a description of the radiographic findings in these affec- 
tions, and their interpretation. There are over 100 ex- 
cellent radiographs very well reproduced. 

Such a manual as this serves an excellent purpose. 


The Practitioner’s Encyclopedia of Medicine and 
Surgery in All Their Branches. Edited by J. 
Keoco Murpuy, M.C. (Cantab.), F.R.C.S., Surgeon, 
Miller General Hospital for Southeast London, ete. 
Large octavo; 1,423 pages. London: Oxrorp Un1- 
VERSITY Press, 1912. 

This book, as the title and the preface state, 1s a one- 
volume encyclopedia of information useful to the general 
practitioner, The very large amount of subject matter 
is discussed under the following heads: Part I—General 
Medicine, Disease of Children, Life Insurance Problems 
in Practise, Clinical Pathology, Medico-Legal Points in 
Practise, Mental Disorders in Practise; Part I]—Anes- 
thetics, Hospital Construction and General Surgery; Part 
IlI—Obstetrics and Gynecology; Part IV—Diseases of 
Special Regions, as the eye, ear, etc.; Part V—Special 
Forms of Treatment. 

The articles under these various headings are written 
by many different collaborators, among whom appear such 
well-known names as Sir Wm. Osler, Sir Wm. Watson 
Cheyne, G. S. Woodhead, Geo. F, Still. Many of the arti. 
cles are of necessity very brief and important subjects are 
sometimes given but small amount of space, but on the 
other hand many of the articles are very complete and 
make excellent reading. For example, the articles on 
anesthesia are very good, and the practitioner can cer- 
tainly gain much from reading them. The editor has 
aimed to bring the book strictly up to date, as is shown 
by such articles as that on the treatment of syphilis, in 
which not only salvarsan, but also neosalvarsan and its 
administration are fully discussed. 

This encyclopedia will be found a very useful acquisi- 
tion by the practitioner, especially if he is situated where 
he has not many books of reference or libraries at his 
command, 


Consumption in General Practice. By H. Hystop 
Tuomson, M.D., D.P.H., Medical Superintendent, 
Liverpool Sanitarium. Second Edition. Octavo; 335 
pages. London: Oxrorp University Press, 1912, 

This book aims to put before the reader the main facts 
concerning pulmonary tuberculosis in so far as it is of in- 
terest to the general practitioner. The subject matter is 
discussed under the main headings of Diagnosis, Prog- 


_nosis, and Treatment, and each of these is subdivided into 


numerous chapters. ‘ 

The section devoted to prognosis is perhaps the mos 
satisfactory portion of the book, and the numerous fac- 
tors to be taken into consideration are well discussed. In 
the section on diagnosis it is surprising to see animal 
inoculation of sputum mentioned as a useful method of 
procedure, while the antiformin method is entirely omit- 
ted. In the section dealing with differential diagnosis the 
author, commenting on the difficulty of obtaining sputum 
for examination in young children, does not refer to the 
method now in common use, in which sputum is obtained 
by irritating the pharynx and epiglottis with a cotton- 
wound applicator. 

There is little originality in the book, and most of the 
information contained in it must be familiar to the aver- 
age medical man. To the young physician or to someone 
about to take up the subject of tuberculosis. in regard to 
social welfare work, the book will be of considerable use, 
but it is doubtful whether the more mature practitioner 
will derive much benefit from reading it. 
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Stomatology in General Practice. A Text-book of 
Diseases of the Teeth and Mouth for Students and 
Practictioners. By H. P. Picxermzt, M.D., Ch.D., 
M.D.S, (Birm.), L.D/S. (Eng.). Hon. Stomatoglogist 
to the General Hospital, Dunedin; Professor of 
Dentistry and Director of the Dental School in the 
University of Otago; Hon. Consulting Dental Surgeon 
to the Pleasant Valley Sanatorium. Octavo; 267 
pages; illustrated. London: Oxrorp UNIVERSITY 
Press, 1912. 

The part played by chronic infections of the teeth and 
buccal tissues in giving rise to grave secondary systemic 
and local disorders is rapidly becoming recognized, and it 
is the object of this volume to bring before the prac- 
tictioner the more important diseases of the mouth and 
teeth that play an important part in diagnosis. Diseases 
of the mucous membrane and the jaws are described 
mainly from an etiological point of view and the treat- 
ment indicated. Tumors of the jaws arising from dental 
tissues are fully dealt with; also fractures of the jaws with 
the indications for various kinds of splints. Special chap- 
ters are devoted to the effects of systemic disease on the 
oral tissues and to the effects of oral sepsis upon systemic 
conditions, 


Kidney Diseases. By W. P. HerrincHam, M.D., F.R.C.P., 
Physician to St, Bartholomew’s Hospital, etc., etc.; 
with chapters on Renal Diseases in Pregnancy, by 
Hersert M.D., F.RIC.P., Assistant 
Physician Accoucheur to St. Bartholomew’s Hospital, 
etc, etc. Octavo; 3878 pages. London: Oxrorp 
University Press, 1912. 

This book is written as a clinician would speak at the 
bedside. No attempt is made to cover the subject sys- 
tematically. A clear, succinct and practical picture of the 
disease is given by an acute, well-poised and experienced 
practitioner. The text is based almost entirely upon per- 
sonal experiences, although references to representative 
literature are not ignored. Interesting, classical and sug- 
gestive cases are frequently called upon to illustrate points, 
a characteristic and commendable feature of English text- 
books. The chapter on renal diseases in pregnancy is an 
able summary of our present knowledge of the toxemia of 
pregnancy. 


The Wassermann Reaction. Its Technic and Practical 
Application in the Diagnosis of Syphilis. By 
Joun W. Marcuitpon, B.S., M.D., Assistant Professor 
of Bacteriology, St. Louis University Medical School. 
Duodecimo; 103 pages; 11 illustrations, and colored 
frontispiece. St. Louis: C. V. Mossy Company, 
1912. Price, $1.50. 

This primer of the Wassermann reaction can be recom- 
mended as a very clear and concise statement of the 
rationale and technic of that complicated test. We cannot 
refrain from commenting on the author’s bad diction, and 
on the price of the little book, which seems dispro- 
portionately high. 


Books Received 


Making Good on Private Duty. Practical Hints to 
Graduate Nurses. By Camp Lounsserry, 
R.N., President, West Virginia State Nurses’ Asso- 
ciation, etc. Duodecimo; 208 pages. Philadelphia 
and London: J. B. Lipprncorr Co., 1912. Price, $1.00, 
net. 


Children — Their Care and Management. By E. M. 
‘BrockBANK, M.D., F.R.C.P., onorary Physician, 
Royal Infirmary, Manchester. Duodecimo; 259 pages. 
Oxrorp University Press, 1912. 


‘St. Luke’s Hospital (New York) Medical and Surgical 
Reports. Volume I/I, 1911. Octavo; 353 pages. 


Progress in Surgery 


A Résumé of Recent Literature. 


Tumors of the Urinary Bladder. E. S. Jupp, Rochester, 
Minn. The Journal of the Arkansas Medical Society, 
August, 1912. 

In this article Judd reports a study of 114 cases of 
tumor of the bladder seen at the Mayo clinic. Of these 84 
occurred in males, 30 in females. Only three of the 114 
cases were classified as distinctly benign, the remaining 
111 being either papillomata or carcinomata. 

Etiology. Chronic irritation is probably a factor, though 
in this series stone-formation was rarely seen. Chronic 
cystitis usually develops after the growth is well ad- 
vanced; it seldom precedes the growth. 

Anatomic Findings. The benign cases, extremely rare, 
were fibro-myomata. The most common bladder tumor is 
the papilloma, which is clinically always malignant, but 
which histologically may be benign or malignant. It 
varies in size from a small fringe to a tumor which fills 
the bladder. In half the cases the tumors occur in 
multiple. In the great majority of cases the tumor is 
situated at the base of the bladder, near the ureteral or 
urethral openings. Flattened epithelial cancer or epithelio- 
mata occurred 17 times. 

Symptoms. The histories showed that most of the 
patients suffered a long time before coming for treat- 
ment (21-36 months on the average). Hematuria is the 
most characteristic symptom. It usually occurs as an 


-isolated hemorrhage which may not recur for months or 


years. Continuous hemorrhage invariably means malig- 
nancy. In this series bleeding was the first symptom in 
47.9 per cent. of the cases. Pain was present in 88 cases; 
frequency in 92. Blood was present in the urine in amounts 
varying from trace to deep red color in 93 of the cases. 

Prognosis is always grave. Thirty-seven of the cases 
were already unoperable when first seen. Metastatic goci 
are seldom found, but recurrence in the bladder are very 
common, especially in the papillary type. The recurring 
lesion seldom springs from the site of the primary growth. 

Treatment, If the case is seen early and the general 
condition is good, removal by a radical excision of the 
tumor with a good-sized piece of the wall of the bladder at 
its base is always the method of choice. This should be 
done through a suprapubic incision, the peritoneum being 
opened if necessary. For treating small multiple papillo- 
mata, especially in patients in poor condition, the high 
frequency current is a method productive of good results. 
The patients after operation return ever three to six 
months to be cystoscoped and to have any beginning re- 
currences. removed by electricity. 

“The comparatively poor results obtained in the treat- 
ment of tumors of the urinary bladder is due largely to 
the fact that the condition is long standing and therefore 
too extensive to eradicate thoroughly.” 


Congenital Obstruction of the Posterior Urethra. Re- 
port of a Case in a Boy Aged Five Years. J. H. 
Mason Knox and T. P. Sprunt, Baltimore. Ameri- 
can Journal Diseases of Children, September, 1912. 

The authors present the case of a boy five years old, who 
had had difficulty in controlling micturition from infancy. 
Urine passed every half hour of day and night, and was 
attended by no pain. 

Four weeks before death there occurred a sudden onset 
of the terminal illness with cough, abdominal pain, vomit- 
ing and constipation. Physical examination showed mal- 
nutrition, purulent conjunctivitis, discharge from left ear, 
tonsillar abscess, protuberant abdomen, a tumor above the 
symphysis, with dull percussion note, redundant foreskin 
with phimosis; hemoglobin 70 per cent. There was no 
fever. Later vomiting became frequent, there were many 
convulsive attacks and breathing suggestive of air hunger. 
He was circumcised three weeks before death with the 
result of slightly improving the flow of urine. Attempt at 
catheterization failed. 

At autopsy there was found an obstruction in the pros- 
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tatic portion of the urethra, which was converted into a 
blind pouch by the fusion of its anterior and posterior 
walls, due apparently to an overdevelopment of folds 
normally present immediately distal to the verumontanum. 
A small triangular opening whose sides measured 3 mm. 
situated in the floor of this pouch was the only communi- 
cation with the anterior urethra and through this the urine 
must pass. As a result of the urinary stasis there had 
occurred marked dilatation and hypertrophy of bladder, 
ureters and kidney pelves with typical hydronephrosis 
terminating in uremia. 

The writers believe that this connection is not so very 
infrequent and that in performing autopsies the posterior 
urethra should be included in the examination. 


Experimental Devascularization of Segments of In- 
testine With and Without Mechanical Obstruction. 
J. S. Horstey and C. C.- Coteman, Richmond, Va. 
Journal of the American Medical Association, August 
24, 1912, 

Horsley and Coleman report their experiments on de- 
vascularization of segments of intestine with and without 
mechanical obstruction, and conclude as follows: “The 
view usually held that bowel with impaired nutrition can 
be easily permeated by bacteria ‘has not been borne out in 
our experiments. In no instance did the dog die under 
three days except when perforation had occurred and the 
bacteria and other intestinal contents were thrown in an 
overwhelming amount into the abdominal cavity. In such 
cases death took place in a few hours. A short segment 
of intestine in a dog, when deprived of its nutrition, if 
thoroughly protected by omentum, may be nourished 
through the omentum and maintain its integrity. It has 
been taught that if even a small portion of intestine be- 
comes detached from its mesentery, gangrene and a fatal 
result necessarily follow. In a dog this does not appear to 
be true. The occurrence of mechanical obstruction along 
with gangrene, as would occur in many clinical cases such 
as strangulated hernia, intussusception and volvulus, adds 
a great deal to the gravity of the situation. Devasculariza- 
tion of a segment of bowel without obstruction, as when 
‘the intestine is severed from its mesentery by a wound, 
seems to be much less serious than when there is obstruc- 
tion. If such a segment is short and is protected by omen- 
tum, the condition appears to be compatible with recovery.” 


The Diagnosis of Diverticulitis of the Large Bowel. 
A Clinical Review of Twenty-seven Cases. H. Z. 
GirFIN, Rochester, Minn. Journal of the American 
Medical Association, September 14, 1912. 

Giffin reports on the pathologic conditions in 27 cases 
of diverticulitis of the large bowel. Five of the 22 involv- 
ing the sigmoid had undergone carcinomatous degenera- 
tion. The remaining 17 were simple inflammatory lesions. 
The cases were observed during the 10 years from Jan. 1, 
1902, to Jan. 1, 1912, and during the same period there were 
130 cases operated on for carcinoma of the sigmoid. The 
relative frequency of diverticulitis and carcinoma is 
therefore as one to six. The cases are analyzed according 
to the symptoms, duration, blood count, etc. The direct 
mortality from operation in the 27 cases including the 
malignant ones was 11 per cent. A brief comparison of 
other cases in the literature is also given and, from all 
the findings, Giffin says that a probable clinical diagnosis 
of diverticulitis. of the sigmoid can be made in certain 
cases. “Given a patient with a tumor of the sigmoid, the 
points in the evidence which would favor a diagnosis of 
the chronic proliferative type of diverticulitis are as fol- 
lows: (1) the absence of those shadows of malignancy in 
the general picture; (2) a tendency to obesity and the 
maintenance of good nutrition; (3) a long history of at- 
tacks of low abdominal pain localizing in the left lower 


quadrant; (4) a history of the former formation of a 
mass and its subsequent disappearance; (5) a failure to 
obtain a more or less continuous history of the frequent 
passage of macroscopic blood in the stools; (6) the dem- 
onstration of vesicular fistulas which, on cystoscopic ex- 
amination, appear to be inflammatory, and (7) the failure 
to demonstrate malignancy positively by sigmoidoscopic 


examination. In carcinoma of the lower bowel there is 
usually an early loss of flesh. Pain is not a prominent 
complaint until obstruction advances, and the mass is 
often found before pain has been complained of at all. 
Tenderness to pressure is a late finding. The relative 
frequency must also be kept in mind. In our experience 
carcinoma of the sigmoid has been only seven times as 
frequent as diverticulitis.’ The other forms of perisig- 
moiditis, Giffin’ says, cannot be positively differentiated. 
The diagnosis of appendicitis in transposition of the 
viscera should not be difficult. Pelvic tumors may be 
simulated by sigmoidal tumors and the possibility of 
diverticulitis should be considered in the attempt to dif- 
ferentiate any tumors of the left lower abdominal quad- 
rant and of the pelvis. 


A Statistical outs of 367 Choledochotomies. (Statis- 
tisches tiber 367 Choledochotomien.) Aucust 
ING, Giessen. Deutsche Medinizinische Wochen- 
schrift, August 15, 1912. 


The author’s conclusions are as follows: Indications for 


-choledochotomy. 


1. When stones are present or have been passed. 

2. When the duct is dilated or when there is a suspicion 
of cholangitis. ‘ 

8. When the gall-bladder contains stones and the cystic 
duct is open. 

4. When the bile is cloudy or purulent with a patent 
cystic duct. (This means a catarrh of the ducts which is 
most rapidly healed by drainage.) 

Among other points the following are emphasized: 

1. One must strictly refrain from doing any other 
operation at the same time, #.e., for appendicitis, for gas- 
troptosis, etc. 

2. Hepatic duct should always be drained; alongside of 
the drainage tube a packing should be inserted to guard 
against overflow of bile. 

3. Irrigations should be used in after-treatment. 

4, When cholangitis is present, drainage must be con- 
tinued for many months, as even the excretion of bacteria 
—free bile does not prevent recurrences. ; 

5. As cystostomy is often followed by pain, cholecystec- 
tomy should be performed whenever possible. 

- 6. When induration of the head of the pancreas is dis- 
tinctly felt, an anastomosing operation is indicated. 


The Radical Abdominal Operation for Carcinoma of the 
Cervix Uteri, with a Report of Twenty-eight Cases. 
Howarp C. Taytor, Surgery, Gynecology and Obstet- 
rics, August, 1912. 

Taylor employs the Wertheim operation as recommended 
by Wertheim with the exception that he does not clamp 
the vagina. Instead of this, as soon as the vagina is open, 
he wipes away carefully any fluid that may be present be- 
fore the uterus is removed. He does not drain the gen- 
eral peritoneal cavity but sews the bladder fold of peri- 
toneum to the anterior vaginal wall, the rectal fold of 
peritoneum to the posterior vaginal wall, the anterior and 
posterior layers of the broad ligament together inserting a 
small gauze drain under each broad ligament, which leads 
into the vagina. Taylor has lost only one case from in- 
fection out of a series of 28 cases. The primary mortality 
was three cases or 10.7 per cent. This should, however, 
not deter one from doing the operation. The end results 
obtained in this country from the radical operation for 
cancer of the uterus will never in Taylor’s opinion com- 
pare favorably with the end results reported from abroad, 
until we are able to get our cases at an earlier stage of 
the disease. 


Can the Use of Oil Prevent the Formation of Perito- 
neal Adhesions? (Kann man durch Oel die Enste- 
hung peritonealer Adhisionen Verhindern?) J. Novak, 
ba Wiener Klinische Wochenschrift, July 18, 

This frequently recommended prophylactic measure was 
tested experimentally. The results showed that not only 

did olive oil not prevent the formation of adhesions, but 

on the contrary it seemed to predispose to them. All the 

control animals showed less adhesions than those injected. 
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The Ice Bag and Appendicitis. A. M. Fauntieroy, U. S. 
Navy, Medical Record, August 3, 1912. : 

In a parallel series of cases, Fauntleroy’s impression 
seemed to be that the cases in which the ice bag was ap- 
plied, the acutely inflamed. appendix was less walled off 
from the general peritoneal cavity than those in which the 
hot water bag or morphine was used prior to the operation. 
In ice bag cases, also, the leukocyte count was much 
lower than in the other group, showing that the reactive 
processes were deficient. Theoretically the ice bag 
negatives the principle of hyperemia in the healing ot 
acute inflammations. Fauntleroy concludes that the ice 
bag in appendicitis should be abolished. 


The Treatment of Tubal Pregnancy, with Special 
Reference to Immediate Operation for are 
Based on a Study of 200 Operations. L. J. 
Lapinski, New York. Journal of the American 
Medical Association, September 14, 1912. 

Ladinski pleads for a general recognition by abdominal 
surgeons of the dictum that hemorrhage into the peri- 
toneal cavity must be sought for and checked as soon as 
diagnosed; and that opening the abdomen of a patient 
profoundly shocked and anemic for abortion or rupture 
of a tubal pregnancy does not per se offer any graver risk 
than opening the abdomen for any other intraabdominal 
condition; and furthermore, that delay in operating, no 
matter how slight, means increased risk, greater danger, 
and probably death to the patient. This plea is based on 
the study of 200 operative cases. A case is reported in 
detail of a patient who died in the doctor’s office while 
making up her mind whether to go to a hospital as ad- 
vised. She had been feeling well, had undergone an ex- 
amination, and did not fully appreciate her condition; 
Ladinski thinks a sufficiently prompt operation would 
have saved her life. Other cases illustrating the value of 
immediate operation are given. The technic is practically 
identical in all. The abdominal incision was universally 
employed, the entire hand introduced into the abdominal 
cavity and hemorrhage checked by firm compression of 
the outer border of the broad ligament. In cases of ex- 
treme collapse, intravenous saline infusion was given 
simultaneously with opening of the abdomen. In 200 
operations for tubal pregnancy there were three deaths, 
one following the immediate operation in an unruptured 
tubal pregnancy; one following the third operation for 
ruptured tubal pregnancy, and one following the third 
operation for terminated ruptured tubal pregnancy with 
infection. In all the immediate operations for ruptured 
tubal pregnancy there was no death. Ladinski hopes to 
see the indication for immediate operation for ruptured 
tubal pregnancy accepted as the rule, as the fate of the 
patient depends on the promptness of the operation. He 
regards the operation as so free from risk that he feels 
perfectly justified in doing conservative surgery on the 
affected tube, when it is possible, recognizing the fact that 
the patient is thus subjected to a possible recurrence. 


Surgical Treatment of Prolapse of the Uterus and 
alls of the Vagina. W. J. Mayo, Rochester, Minn. 

4 — of the American Medical Association, October 
The operative methods for the relief of prolapse of the 
uterus and the vagina and for perineal repair at the Mayo 
clinic are described by W. J. Mayo, who notes the infre- 
quency of malignant disease in the exposed cervix, only 
two instances having been observed in 629 severe cases of 
uterine prolapse. The inference, he says, is interesting as 
showing that chronic irritation of a cervix exposed to the 
air, and therefore dry, may not as readily cause cancer as 
it would under moist conditions. Mayo classes prolapse 
cases into three groups: First, those occurring during the 
child-bearing period, in which there is usually super- 
vaginal hypertrophy of the cervix which may amount to 
from four to seven inches. The resulting cystocele and 
rectocele are seldom extreme. In these cases they have 
found that high amputation of the cervix, not closer than 
one-half inch to the internal os, in connection with the ex- 
ternal Alexander operation on the round ligaments, will 
cure at least 96 per cent. of these cases, and with the 


elongated cervix, the anterior vaginal wall, carrying with 
it the bladder, can be transplanted upward several inches 
in the amputation, and occasionally they have shortened 
the uterosacral ligaments at the same time. Mayo objects 
to any general indiscriminate use of the Alexander opera- 
tion, but it is valuable in these cases. As to the effect on 
future pregnancies, he says that round ligaments undergo 
hypertrophy and involution like the uterus, and he has not 
observed any bad influence in these cases. The second 
group of prolapse cases occurs in middle-aged patients, and 
the operation used at Rochester with cases with marked 
cystocele and non-atrophic uterus is the Watkins-Wert- 
heim operation, and this has been, Mayo thinks, done more 
satisfactorily since they have used the Frankenthal technic. 

In the treatment of prolapse in elderly women they have 
found an operation that they have used for 18 years, and 
which they call the “vagino-pelvic fixation operation,” the 
most satisfactory. Its principles are simple: “the vaginal 
wall with its attachments to the cervix lies outside the 
body. By removal of the uterus, and usually of the 
ovaries and tubes, the round and broad ligaments can be 
secured high in the pelvic cavity and that part of the 
vaginal wall which was attached to the cervix outside the 
body is fixed to the round and broad ligament stumps in- 
side the pelvis. Failures have been extremely rare follow- 
ing vaginal fixation. The few failures which occurred 
were due to lack of care in making the fixation of the 
wall of the vagina to the stumps of the round and broad 
ligaments. ‘The vaginal wall should be made to surround 
the stumps in such a manner as to furnish broad areas 
for union. Hysterectomy without such firm attachments 
only make conditions worse, since the entire vagina pro- 
lapses subsequently, a condition which is exceedingly dif- 
ficult to rectify. For the relief of complete prolapse of the 
vaginal walls following hysterectomy we have practised 
two methods. In a very old patient, when there was no 
object in saving the vagina, we removed it, allowing the 
bladder and rectum to come in contact. Vaginectomy is 
easy of accomplishment and a number of these elderly 
patients were promptly relieved of great distress by this 
means. When it is an object to save the vagina, as it is 
in most instances, vaginal fixation from above is practised 
and the vagina is attached to the round and broad liga- 
ments through an abdominal incision. Or, if the original 
hysterectomy was supervaginal, we implanted the stump 
of the cervix in the muscles of the abdominal wall.” They 
have used the Kocher marsupialization method in two 
groups of cases, viz.: those in which prolapse existed and 
abdominal operation was called for for another purpose, 
and, second, in the occasional cases of old prolapse with 
parchment-like thinning of the vaginal walls. This occurs 
only in senile patients and is usually associated with 
atrophy of the round and broad ligaments as well as of 
the uterus and vagina. The principles of the Tait perineal 
method are highly spoken of by Mayo, who also refers to 
the articles of Harris and Hill (Journal A. M. A., Dec. 9, 
1899, and April 4, 1908) as of great value, Finally he 
mentions the severe type of rectocele without uterine pro- 
lapse in which it forms a true rectal hernia through the 
perineal body. Noble’s method (So. Med. Jour., April, 
1909) has been satisfactorily employed in this condition 
at Rochester after relapse following other methods. 


An Unusual Effect of Pituitrin Upon the Uterus in 
Labor. (Uber sine wngewohnliche Wirkung des 
Hypophysene extraktes, etc.) Rupotr Patex, Zentral- 
blatt fiir Gyndkologie, August 17, 1912. 

Pituitrin has proved of benefit in cases of abortion where 
the pains are insufficient to expel the gestation through an 
already open cervical canal. The effect is analogous to that 
at labor at term. On the other hand in certain cases, as 
in three reported by the author, the effect of the pituitrin 
injection is quite contrary. In three cases, each in the 
fourth month of pregnancy, with the cervix open to two 
fingers, one or two injections of the hypophysis extract 
caused not only a cessation of the hemorrhage but also a 
contraction of the cervical canal. The effect is not per- 
sistent and could not be depended upon to carry pregnancy 
to term. In all three cases instrumental dilatation had to 
be employed to empty the uterus. 
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An Experimental Study of the Treatment of Cancer 
with the Body Fluids. E. J. Int and W. D. Min- 
INGHAM, Newark. Journal American Medical Asso- 
ciation, August 17, 1912. 

Twenty-seven cases of carcinoma and sarcoma treated by 
injections of ascitic fluid from a cancerous patient (whose 
case is also given) are reported by Ill and Miningham. 
The fluid used was the same kind as that employed by Dr. 
Hodenpyl, though they were not aware of the fact when 
they began their treatments. The fluid was drawn under 
the most careful aseptic conditions into sterilized bottles 
which were kept in a refrigerator, and all injections were 
given by siphoning the fluid directly from the container 
through a sterile rubber tube to the lower end of which 
a needle was attached. No cures were obtained, but the 
improvement in subjective symptoms was very marked in 
most cases and the last reports of some patients were that 
this improvement still continued. In one case where there 
was glycosuria it discontinued during the time of in- 
jection but re appeared on. discontinuance. Only one of 
the patients knew the character of his disease while being 
treated. The authors think that their experience, while 
unsatisfactory as regards cure, is of sufficient interest to 
deserve publication. 


Further Observations Upon the Healing of Tumors in 
Animals with Substances Possessing an Affinity for 
Tumors. (Weiteres iiber Heilversuche an Ge- 
schwulskranken Tieren mittels tumorafiner Substan- 
zen.) (C. NeuBerc, W. Caspari and H. Logue, Berlin. 
Berliner Klinische Wochenschrift, July 22, 1912. 


These authors have apparently added another important 
contribution to the cancer problem. In order to bring 
about autolysis in tumors they injected compounds of 
various metals (the nature of these compounds is not given) 
intravenously into animals, mostly mice, afflicted with 
various types of cancer. They found that the compounds 
of a large number of metals were effectual; compounds of 
silver, cobalt, copper, zinc and platinum evinced a better 
action than the others. The remarkable feature of these 
cures is that only one injection is necessary and that only 
a small dose. For platinum, for instance, the dose is only 
0.005 per gram of body weight. Another remarkable 
feature is that the effects are noted within 24 hours after 
injection. This shows itself in a softening and eventual 
liquefaction of the tumor and at the end of a few days 
nothing is left of the tumor but the capsule. Furthermore, 
this method of cure seems to be infallible. In a long 
series of observations, the authors report no failures, and 
they used it not only in the carcinoma of mice, but in the 
transplantable sarcoma of rats and the adeno-carcinomata 
of dogs. The report bears all the marks of plausibility 
and nobody can read his contribution without being pro- 
foundly impressed. 


Orbital Cellulitis from Disease of the Superior Maxilla 
in Children. ‘W. C. Posey, Philadelphia. Journal 
of the American Medical Association, September 21, 


2. 
_ Orbital cellulitis from disease of the superior maxilla 
in children is the subject of this affection. Posey first 
reports two cases due to inflammation of the superior 
maxillary bone; an osteomyelitis probably secondary to 
a general blood infection. He discusses the anatomic 
conditions of the development of the superior maxil- 
lary, quoting from Logan Turner and pointing out how 
easily infection of the alveolar border may take place 
during the eruption of the teeth and be followed by gen- 
eral inflammation of the entire bone. Orbital cellulitis 
may also arise from traumatism. A very slight one may 
be effective in conditions of lowered vitality of the part, 
and this possibility must also be considered. In tuber- 
culous subjects caries is specially liable to follow con- 
tusion of the orbit, and he does not agree with those who 
consider the maxillary sinus too small at early stages 
to be the site of serious inflammatory processes. The 
Tecent studies of Onodi and the many clinical observa- 
tions by trustworthy observers attest that such inflamma- 
tion may occur and be a cause of orbital disease. It has 
long been a matter of clinical experience that orbital 


cellulitis may follow infectious disease, such as scarlet 
fever, measles, typhoid, tonsillitis, etc., and there is strong 
evidence that in many of these cases the primary involve- 
ment was in the antrum. Much information may be de- 
rived from an x-ray study of sinus conditions in children 
and in the diagnosis of disease of these cavities in adults. 
In all suspected cases of primary sinusitis care should be 
exercised to exclude the presence of a foreign body in 
the nose and intranasal syphilis. Syphilis of the superior 
maxillary, however, is rare in children, and when syphilitic 
periostitis does affect the orbit the diagnosis is rendered 
easy by the evidence of periostitis elsewhere in the body. 
Other factors causing orbital cellulitis may be found in 
suppurating dacryocystitis and erysipelas in very young 
infants from birth wounds. Posey agrees with Birch- 
Hirschfeld in considering orbital periostitis from all causes 
comparatively rare in children. Treatment consists in 
early evacuation of the pus and establishment of proper 
drainage, through the body of the superior maxilla if it 
is also the site of disease. In making the incision the 
position of the globe should be taken into account as well 
as the limitations of its movements. The point of eleo- 
tion for incision is the lower outer angle of the orbit, the 
knife penetrating the tissue with the blade in a horizontal 
direction and as near the bone as possible. Following the 
knife a grooved director should be inserted and moved 
all around to open up additional pockets of pus and to 
determine the condition of the periosteum and under- 
lying bone. Where the diagnosis has been made early 
simple incision may suffice. Later it may be necessary to 
remove sequestra. Special attention should be directed to 
the alveolar border and all loose teeth should be removed. 
If the antrum is involved early trephining should be tried 
and proper rhinologic treatment be given. After evacu- 
ating pus drainage should be established and the dressing 
changed daily. If desirable to wash the wound with in- 
jections is should be done cautiously to avoid infiltrating 
the orbital tissues. Prompt healing may follow early in- 
cision, and even with necrosis the bone will regenerate 
if the periosteum is saved. If deformities of the lids oc 
cur they should be corrected by plastic operations some 
months after all acute symptoms have subsided. 


The Function of the Parathyroid Glands. W. G. Mac- 
Cattum, New York. Journal American Medical 
Association, August 3, 1912. 

MacCallum describes the anatomy and the symptoms of 
disturbed function of the parathyroid glands. Recently he 
has been able to experimentally throw some light on the 
subject of the cause of the symptoms observed and prove 
that some change in the circulating blood must give rise 
to the hyperexcitability of the nerves. The chemical nature 
of this change in the blood is not known. It may be an 
active poison or it may be something that withdraws a 
moderating and quieting influence from the nerve-cells and 
leaves them in a hyperexcitable condition. Considerable 
attention has been given in this connection to the inorganic 
substances, such as calcium, etc., and the idea that the 
symptoms of tetany are caused by the withdrawal of 
calcium from the cells, leaving them hyperexcitable, is sup- 
ported by some facts and not disproved by others. While 
we are as yet very imperfectly informed concerning these 
glands and we cannot say pe Pe metabolic process is re- 
sponsible, there is much evidence that it produces or even 
consists in a disturbance in the metabolism of calcium 
which may well be the cause of the heightened nervous 
irritability. That the parathyroids control this is shown by 
the curative effects of injecting their extract or implanting 
them, and we must hope that in the near future we may 
be able to perfect this method so as to gain the mastery 
of the disease. 


15, 1912. 

Scarlet red has a useful and valuable place in ocular 
therapy. Its especial effect in corneal disease is to incite 
and accelerate regeneration of stroma, thereby encourag- 
ing the process of cicatrization. It apparently has no anti- 
septic properties. Cases of ulcer of the cornea treated with 
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scarlet . assuredly heal quicker than those in which it is 
not used. ; 

It does not cause the slightest irritation. The indica- 
tions for its use are in ulcers of the cornea, perforating 
corneal wounds, loss of corneal tissue from pterygium 
operations, conjunctival injuries, loss of integument of the 
lids or other instances in which there is a loss of tissue. 

A small bit of the ointment, the size of a pea or larger, 
is introduced twice a day into the conjunctival cul-de-sac 
in corneal diseases and a bandage is applied. In loss of 
integument it may best be applied to the edges of the de- 
nuded surface. The use of the ointment in eye diseases 
does not of course supplant the use of antiseptics, mydri- 
atics, etc., which should be employed as indicated. 


Ice-Tongs Extension for Simple Fracture of the Femur. 
Cincinnati. The Lancet-Clinic, August 

The author has used ordinary ice-tongs to obtain a 
satisfactory purchase on the lower fragment of a fractured 
femur. The points of the tongs are driven into the 
condyles just above the adductor tubercle. A_ light 
anesthesia suffices for the procedure. The limb is then 
placed on a double inclined plane and a weight extension 
of 20 to 35 pounds applied over pulleys. “The point of the 
tongs need not be driven in more than a fraction of an 
inch, because the traction of the weight will hold them and 
keep them from slipping. From time to time it is per- 
fectly feasible by this method to make x-ray examinations. 
A single advantage of this method lies in the fact that 
from the third or fourth day after the ice-tongs have 
been applied, passive movements of the knee can be in- 
stituted and the time of restoration of function can thereby 
be very materially shortened.” 

The author has used this method in four cases in which 
hoard extension failed, and has had very satisfactory 
results. 


Anesthetization of the Sciatic Nerve. (Leitungsandsthe- 
sie des N. Ischiadicus.) . F. JASseNetzky, Woino. 
Zentralblatt fiir Chirurgie, July 27, 1912. 

The author has devised and practised a method of 
cocainizing the sciatic nerve for the purpose of perform- 
ing operations on the lower extremity, which in his hands 
has proved highly successful. Study of cadavers has 
Proven to him that the best site for injection of the nerve 
is the point of crossing of the horizontal line passing 
tangential to the crest of the great trochanter and a 
vertical line passing through the inner margin of the 
tuber ischii. The needle (8 cm. long) is passed directly 
backward at this point until the bone is reached. The 
needle is then withdrawn for the distance of a milli- 
meter, and 10 cc.m. (for bone operations 15 cc.m) of a 2 
per cent. Navokain solution (to which are added seven 
to ten drops of adrenalin) are injected. Before operating 
on the soft tissues, one-half hour is allowed to elapse; for 
home operations, one hour. In most cases it is necessary 
to combine the sciatic. infiltration with cocainization of 
the crural nerve. This method was unsuccessful in only 
one of 12 cases. wee 
Hexamethylenamin in the Treatment of Systemic Infu- 

sion with a Special Emphasis Upon Tts Use as a 
Prophylactic. S. J. Crawe, Johns Hopkins Medical 
Bulletin, September, 1912. 

For the past four years hexamethylanamin has been 
given as a routine procedure in cases in which a meningeal 
infection is a possible or threatened complication. These 
diseases comprise 1. Compound fracture of the skull. 
2. Tumors of the hypophysis with neighborhood symptoms 
necessitating operative procedures through the nose. 
3. Post-operative cerebro-spinal fistula. 4. Infections ef 
the ear and para-nasal sinuses. 5. Acute poliomyelitis. 
Large doses are given, even as much as 200 to 300 grains 
per day. Toxic symptoms are rarely attained if the drug 
is administered with copious draughts of water. In 
very ill patients, the drug may be given per-rectum in 
doses of 50 to 100 grains. The author is convinced of its 
‘good effects in these cases. 

Two Cases of Orchitis Due to Mumps Treated by Oper- 
ation. G. Situ, Boston, Boston Medical and 
Surgical Journal, September 5, 1912. 

Smith reports two cases in which he made numerous 


slits in the tunica albuginea in order to relieve tension and 
therapy and to prevent atrophy. He obtained a satisfac- 
tory result in both cases. (The cases were only observed 
a few weeks.) The author hopes the results will be 
permanent. The author suggests this operation as a routine 
measure. The article contains an excellent pathological 
report of a piece of excised testicle. Bacteriologically 
both cases were sterile. 


The Treatment of Flat-Foot. 
Lancet, September 7, 1912. 
For most cases Roth deprecates the use of an artificial 
arch, They palliate but do not cure the symptoms. He 
recommends three procedures: 1. Wearing of proper foot- 
wear. The inner border of the shoe must be straight so 
that the end of the boot is opposite the big toe and not 
opposite the second toe, as usual. The inner aspect of 
the sole of the foot should be raised for one-quarter to 
one-half inch above the outer. 2. The patient must stand 
and walk slightly pigeon-toed. 3. Exercises—these con- 
sist in standing, alternately raising the heels and the toes, 
and circumducting the foot with the knee stiff. These 
measures are, as a rule, sufficient to cure most cases. 


The Closure of the Abdominal Cavity After Simple 
Cholecystectomy. (Ueber den Verschluss der Bauch- 
héhle nach der Einfachen Cholecystektomie.) ‘A. 
GotpMAN, Berlin. Berliner Klinsche Wochenschrift, 
August 26, 1912. 

The operation is done as follows: The gall-bladder is 
extirpated by the subserous method. In this way there 
occurs no oozing of blood or bile from the raw under sur- 
face of the liver. The cystic duct is tied both distally and 
at its junction to the common bile duct, and the two knots 
are tied to each other. The flaps of the peritoneal coat of 
the gall-bladder are then sewed together. The abdomen 
is completely closed. The operation is applicable to both 
non-infected and even infected cases of cholelithiasis. In 
the latter group belong cases of “empyema” of the gall- 
bladder. Of course, in atrophic gall-bladders and in cases 
with profound pericholecystitis the operation is not prac- 
ticable. . The author has practised this operation in 95 
cases, and in no instance was any post-operative trouble 
encountered. The advantages of the operation are ob- 
vious, 


Tabetic Crises, Ulcus Ventriculi and the Vagus. 
(Tabische Krisen Ulcus Ventriculi und Vagus.) — A. 
Exner and SCHWARZMANN, Vienna. Wiener 
Klinische Wochenschrift, September 19, 1912. 

In the post-mortem records of the General Hospital of 
Vienna the authors found five cases of ulcer and three 
of carcinoma of the stomach in 75 tabetics. Of these 
cases all but one presented symptoms of gastric crises. 
The authors also report six cases of gastric crises in 
which at operation either a fresh or healed ulcer of the 
stomach was found. From these, and the well-known 
observation on rabbits in whom bilateral vagotomy in- 
variably causes an ulcer of the stomach, the authors con- 


B. Rotru, London. 


-clude that the ulcer in tabetics is due to a lesion of the 


vagus nerves. Histologically, profound changes were 
found in all cases examined. The authors recommend 
double vagotomy for gastric crises combined, in ulcer 
complications, with gastro-enterostomy. 


The Toxicity of Free Blood in the Peritoneal Cavity. 
(Ueber die Giftigkeit des in die freie Bauchhohle 
Ergossenen Blutes.) P. Br&sz, Berlin. Berliner 
Klinische Wochenschrift, September 6, 1912. 

Brase is convinced that free blood in the peritoneal 
cavity (for instance, after operation for ectopic gesta- 
tion) is liable to cause toxic symptoms. The toxicity may 
atise from three different causes: 1. The blood furnishes 
a good culture medium for the growth of micro-organ- 
isms which, despite our best efforts in obtaining asepsis, 
may enter the peritoneal cavity. 2. The blood may induce 
infection by becoming inoculated with the bacillus coli 
penetrating through the wall of the intestines. 3. The 
decomposition of the blood in itself gives rise to toxic 
products. The author cites numerous cases to prove his 
last contention. As a result of his observations, he advo- 
cates that no free blood should be allowed to remain 
within the peritoneal cavity. 


